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PURPOSEOF RELEASING THIS DRAFT RFP

The Colorado Department of Health C&alicy and Financing (Department) is responsible for

admi ni stering Heal t hMeHicad prograf@@niNovensberd, 201&€&thé or ad o
Department released a draft of its Accountable Care Collaborative RkRgedor review and
commentPlease remmber that it is a draft RFP, which has not undergone a thorough review by
Department praerement staff or by managemenhis draft may contain areas that have not

been fully developed at this time.

The Department feels it is important to receive fee#lfrom all stakeholders at this stage of
drafting and will incorporate suggestions, as appropriate, in the final RFP.

The Department is requestinilseholders toend comments to the Departmedtakeholders
are encouraged to address text in the @®ER that is confusing, requirements that are
incomplete or unclear, and requirements that are too broad or restrdtich will
inadvertently cause a sigiwént cost increase or causeemglor to make a Rbid decision.

The Department encourages ®ders and takeholders to submit feedback regarding the
Accountable Care Collaborative RFP as soon as possible. Stakeholders do not need to wait until
January 13, 2017 to submit comments.

INSTRUCTIONS FOR SUBMITTING COMMENT SON THE DRAFT RFP
To encourag thoughtful and detailed comments, the Department provides the following for
Stakeholders$o consider:

1 How well does the draft RFP meet the overall goals of Accountable Care Collaborative
Phase 11?

1 What operational concerns and potential consequencéseaecfor implemerrg the
requirements in thdraft RFP as written?

1 What draft requirements need additional clarification in the draft RFP as written?

The Department is also seeking information specifically from potential Vendors regarding the
following questions.

1. If a Vendor is considering a faid decision, please specify what the Department
could modify to encourage a Vendor to submit a proposal.

Wraparound Program

2. Do you feel the Wraparound Program can be incorporated into the overarching scope
of work for this RFP? What are the benefits and/or risks of including this additional
responsibility?

3. Is the per member per month funding range of $8Q@00 in section 7.3.2 of the
RFP appropriate and viable for the total adstmation costs of the pgramf not,
what is the appropriate funding level?

PreAdmission Screening and Resident Review (PASRR)

4. Do you feel PASRR can be incorporated into the overarching scope of work for this
RFP? What are the benefits and/or risks of including this additiespbnsibility?



5. What is the appropriate compensation for funding the administration of PASRR?
the compensation in sectiorbZ of the RFP adequate for fundiRé\S Level Il
assessmentiescribed in the scope of workhot, what is the appropriate
compensation?

Brokering of Case Management

6. Do you feel the Brokering of Case Management can be incorporated into the
overarching scope of work for this RFP? What are the benefits and risks of including

this additional responsibility?
7. What is the appropriamompensation for funding the Case Management Brokering

Services?

Vendors and Stakeholders may provide feedback through written comments only.

To submit written commentStakeholders and Vendarsaust:
1. Submit all comments using the online form locaae@olorado.gov/HCPF/ACCPhase2.
2. Make nodirect contact with Department staff.
3. Send 8 comments and questions on the draft RFP Package ndHatelanuary 13,
2017at 5:00 pm MT.

For additional information on how to provide feedhagkto Colorado.gv/HCPF/ACCPhase2
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SECTION 1.0 INTRODUCTION

11
111

1.2
1.2.1

1.2.2

1.2.3

GENERAL INFORMATION

The Colorado Department of Health Care Policy and Financing (Department) is
soliciting competitive, responsive proposals from experienced andcfally sound
organizations to perform @asRegional Accountable Entifgr the Department.

ANTICIPATED CONTRACT TERM

The Cont r-axperodidanticisated to begin Bebruary 1, 2018nd end on
June 30, 2018

The initial operational period ohé Contract is anticipated to begin at the end of the
startup period and will last for one (1) year.

The total duration of #aContractfrom the Operational Start Date until termination, and
including theD e p a r t ereraisé @ any optionss not anttipated toexceedseven

(7) years.The Department may extend the Contract beyond the anticipated term in this
subsection, in accordance with the Colorado Procurement Code and its implementing
rules,if the Department determines the extension is necessary to align the Contract with
other Department contracts to addrasse orfederal programmatic or policy changes
related to the Contract or to provide sufficient time to transition the Work.

SECTION 2.0 TERMINOLOGY

2.1
2.1.1

2.1.2

2.1.3

2.1.4
2.15

ACRONYMS, ABBREVIATI ONS AND OTHER TERMIN OLOGY

Acronyms and abbreviations are defined at their first occurrence in this Request for
Proposals (RFP). The following list is provided to assist the reader in understanding
acronyms, abbreviations and terminofaged throughout this document.

1915(b)(3) Services Alternative, norState Plan &vices described in 42.ER. §440

and provided under the Departments 191&]bwaiver such as: intensive case
management, Assertive Community Treatment (ACT), respite, vocational services,
clubhouses and drep center services, recovery services, educational and skills training
courses, prevention/early intervention and residential services.

Accountable Care CollaboratiVeA program designed to affordably optimiember
health, functioning, and sedufficiency. The primary goals of throgramare to
improve Member healttand life outcomes andb use state resources wiseRegional
Accountable Entities (RAg} and Primary Care Medical Providers (PCMPs) thateserv
as medical homes work together in collaboration with otealth providers and
Membergo optimize the delivery of outcomémsed, coseffective health care services

Appeali A review by a managed care organization of an adverse benefit determination.

Behavioral Healthi Behavioral health refers to a level of psychologigall-being, not
just an absence of mental iliness. When used in this proposal it is refetity hoental
health and substance use



2.1.6

2.16.1
2.16.2
2.1.6.3
2164
2.1.6.5
2.1.6.6
2.1.6.7
2.1.6.8
2.1.7

2.1.8

2.1.9

2.1.10

2.1.11

2.1.12

2.1.13

Business Day Any day in whichthe Departmenis open and conducting business, but
shall not include weekend days or any day on which the Department observes one of the
following holidays:

New Year's Day.
Martin Luther King, Jr. Day.
WashingtoALi ncol n Day (also referred to as Pr
Memoiial Day.
Independence Day.
Labor Day.
Thanksgiving Day.
Christmas Day.
Business Hours 8:00 am.i 5 p.m. Mountain Time each Business Day.

Business Intelligence and Data Management system (BID& data warehoustat
collects, consolidates, and organizdata from multiple sourcesind fully integrates
Medicad eligibility and claims datéor reporting, analyticand decision support.

Business InterruptionAny event that disrupts the Cont
Work for a period of time, and may include, but is not limited to a Disaster, power outage,
strike, loss of necessary personnel or computer virus.

Capitated Behavioral Health BenéfiiA staewidebenefitthatadvances the emotional,
behavioral, and social welleing of allMembes. Thebenefitpromotes psychological
health, the ability to cope and adapt to adversity, and the realizatidfermbes 0
abilities. Thebenefit containgrovides canprehensive State Plan and r8iate Plan

mental health and substance use disorder seniibesBenefit operatasmder a monthly

capitation.

Capitated Paymerit A monthly payment théepartmentmakes on behalf of each
Member for the provision of nefeefor-service behavioral health services delivered
through the Capitated Behavioral Health Benefit.

Care Coordinatioii The deliberate organization Gfientcare activities between two or
more participants (including th@lient and/or family membefsaregvers) to facilitate
the appropriate delivery of physical health, behavioral hefaltictional LTSS supports,
oral health, specialty care, and other serviégsre Coadination may range from
deliberate provider interventions to coordinate with othercasé# the health system to
interventions over an extended period of tiayean individual designated to coordinate
a Me mbealth amsl social needs.

Case Management Agency (CMAAN agency that employs case managers who assist
in planning, coordinatiarmonitoring and evaluation of services and support€lients
enrolled inLong-Term Services and Suppo(tsTSS) programs.



2.1.14

2.1.15
2.1.16

2.1.17

2.1.18
2.1.19
2.1.20

2.1.21

2.1.22

2.1.23

2.1.24

2.1.25

Child Health PlanPlus (CHP+)T1 CHP+ i s Col oradods Childre

Program (CHIP). A title XXI program, it is Bbw-cost health insurance program for
uninsured Colorado children under age 19 and prenatal women whose families earn too
much to qualify for Medicaid but cannot afford private insurance.

Clienti An individual eligible for and enrolled in the Colorado Nezdd program.

Closeout Period The period beginning on the earlier of ninety (90) days prior to the
end of the last renewal year of the Contract or notice by the Department&newa)

and ending on the day that the Departmentdwaspted the finadeliverable for the
Closeout Period and has determined that the final transition is complete.

Client OverUtilization Program (COUPI) A programto assisClients who are shown,
through development and review of Client utilization pattern profiles, to hdwstory
of unnecessary or inappropriate utilization of care services.

Center for Medicare and Medicaid Services (CMS)
Code of Federal Regulations (CFR)

Colorado Opportunity Proje¢tA multi-state agency program to deliver evidebesed
initiatives andCommunitybased promising practices that remove roadblocks for all
Coloradans, so that everyone will have the opportunity to reach and maintain their full
potential.

Co |l or a Wmrdde Battesi Public health and environmental priorities that have
known, effective solutions focusing on healthier air, clean water, infectious disease
prevention, injury prevention, mental health and substase®besity, oral health, safe
food, tobaco and unintended pregnancy. The initiative is overseen by the Colorado
Department of Public Health and Environment.

Communityi For the AccountableCare Collaborative Community is defined as the
services and supports that imp&#mberwell-being, includingHealth Neighborhood
providers and organizations that addries spiritual, social, educational, recreational,
and employment aspects oMee mb dife.0 s

Community Centered Board€CB) i A for-profit or norprofit private corporation
which, when designated pursuant to-27.5105 C.R.S, provides case management
services tcClients with developmental disabilitied CCB is authorized to determine
eligibility of suchClients within a specified geographical at@adserves as the silgg
point of entry forClients to receive services and supports undefl@% 101 et seq,
C.R.S.

Comprehensive Risk ContraictA risk contract between tHaepartmentand an MCO

that covers comprehensive services theludesinpatient hospital services and any of
the following services, or any three or more of the following services: outpatient hospital
services, rural health clinic servicégderallyQualified HealthCenter (FQHC) services,
other laboratory and -ray servies, nursing facility service, Early and Periodic
Screening, Diagnostic, and Treatment (EPSDT) services, family planning services,
physician services, and home health servasedefined in 42 C.F.R.438.2

Contracti The agreement that is entered int@assult of this solicitation.



2.1.26 Contracton The individual or entity selected as a result of this solicitation to complete
the Work contained in the Contract.

2.1.27 Colorado Revised Statutes (C.R.SThe legal codes of Colorado; the codified general
and permaent statutes of the Colorado General Assembly

2.1.28 Departmenti The Colorado Department of Health Care Policy and Financing, a
department of the government of the State of Colorado.

2.1.29 Designated Client Representative Any person, including a treating healthrea
professional, authorized in writing by th
represent his or her interests related to complaindgpealsabout health care benefits
and services defined at 10 C.C.R. 28@5 Section 8.209.2

2.1.30 Disasteii An eventthat makes it impossible for the Contractor to perform the work out
of its regular facility, and may include, but is not limited to, natural disasters, fire or
terrorist attacks.

2.1.31 Delivery System Reform Incentive Payment (DSRIR)waiver program under &en
1115 of the Saocial Security Act that provides incentive payments to providers who meet
certain milestones or metrics.

2.1.32 Early Periodic Screening, Diagrimsand Treatmen(EPSDT) iT The EPSDT benefit
includesservices thatare federally mandated by 42.F.R. §441.55 andprovides
preventative ang@omprehensive health care to all Mediealdjible children through
periodic screenings, diagnostic and treatment senasedgescribed in 4Z.F.R. §
440.345

2.1.33 Effective Datei The dateupon which this Contract will take effect, dsefined in the
Contract.

2.1.34 Emergency ServicasCovered inpatient and outpatient services that are furnished by a
provider that is qualified tdeliverthese services under 42RR. § 438,andneeded to
evaluateor stabilize an emergency medical conditiandefined in 42 C.F.R.438.114

2.1.35 Encounter Dat& The information relating to the receipt of any item(s) or service(s) by
an enrollee under a contract between the State and a prasidefined in 42 C.F.R
438.2

2.1.36 Essential Community Provid€ECP)i Providers that historically serve medically needy
or medically indigentndividualsand demonstrate a commitment to serve-ilogome
and medically indigent populations who comprise a significant portion gbdtient
popul ation. To hoe tdhees ipgrnoavtiedde ra nmuisetCPd e mo n s
requirements as defined in 265104.2 C.R.S.

2.1.37 Feefor-Service (FFS) A payment delivery mechanisbased on a unit established for
the delivery of that servige.g.,office visit, test, procedure, unit of time).

2.1.38 FederallyQualified Health Center (FQHQ) A hospitatbased or frestanding center
that meets the FQHC definitidaund in Sectiort905(1)(2)I of the Social Security Act.

2.1.39 Fiscal Year(FY) i The twelve(12) month period beginning on July 1 of a year and
ending on June 30 of the following year.



2.1.40

2.1.41

2.1.42
2.1.43

2.1.44

2.1.45

2.1.46
2.1.47

2.1.48

2.1.49

2.1.50

2.1.51

FQHC Encounter Rafie The rate established by the Department to reimburse Federally
Qualified Health Centers.

Grievance i An expression of dissatisfaction aboutyanatter other than an adverse
benefit determination, including but not limited tuality of care or services provided

and aspects of interpersonal relationships such as rudeness of provider or employee, or
failure to respect thBlembeb s r i g Imad atd42&$.R 8 438.400 (b)

Health First Colorad® Colorad@ Medicaidprogram. It vas renamed Juli, 2016.

Health Neighborhood A network of Medicaid providers ranging frorapecialists,
hospitals, oral health providers, LTSS providers, home heal# agencies, ancillary
providers, and stateupported public health and social service agencies that support
Member sé health and well ness.

Health Needs Survey A brief tool to assess ndi v i d u a healtMasksbaad 6 s
quality of life issuesand idetify high priority Member needs for healttare andCare
Coordination

Healthy Communities A program that contracts with county agencies to perform
outreach, system navigation, and education of MedibBdhbes in explaining their
benefits and helpinthem find providers and utilizing their benefits

HIPAA T The Health Insurance Portability and Accountability Act of 1996.

Home and Community Based Services (HCBS) WaivierServices and supports
authorized through 1915(c) waivers of the Social Security Act and provided in
community settings to &lient who requires a level of institutional care that would
otherwise be provided in a hospital, nursing facility or intermediate €acility for
individuals with intellectual disabilities (ICF/lID) as described at 42 CFR 441.300, et
seq

Key Performance Indicators (KPIs)Performance measurégd to incentive payments
for the Accountable Care Collaborative.

Key Personnel The paition or positions that are specifically designated as such in the
Contract.

Limited Service Licensed Provider Network (LSLPNAs defined by 3 CCR 702,

Regulation 21-9, a provider network restricted to (i) a narrowly defined health specialty

(e.g., sibstance abuse, radiology, mental health, pediatrics, pharmacology, etc.) or (i)
services narrowly limited to a single type of licensed health facility (e.g., inpatient
hospital, birth center, lontgrm care facility, hospice, etc.) or (iii) home healdrec
services delivered in the covered personod.

Managed Care Organization (MCDAnN entity that has or is seeking to qualify for, a
comprehensive risk contract and that is a federally qualifiedith maintenance
organizationthat meetshe advanced directives requirements; or any public or private
entity that meets the advance directives requirements and is determined by the Secretary
to make the services it provides to its Medicaid enrollees as accessible (in terms of
timeliness, amountduration, and scope) as those services are to other Medicaid
beneficiaries within the area served by the entity, and meets the solvency standards of
42 C.F.R. 8438.116 as defined in 42.F.R. §8438.2.



2.1.52

2.1.53

2.1.54

2.1.55

2.1.56

2.1.57
2.1.58

2.1.59

2.1.60

2.1.61

2.1.62

2.1.63

2.1.64

2.1.65

Medical Home An approach to providing comprehensiprimarycare that facilitates
partnerships between individulslembers their providers, and, where appropriate, the
Me mb damdys

Medical Loss Ratio (MLR) Percent of a premium used to pay for medical claims and
activities that improve the quality of care; asix financial measurement used in the
Affordable Care Act to encourage health glam provide value to enrollees

Medicaid Management InformationyS8ems (MMIS)i The Depart ment 0s
computer systems that process Medicaid and CHRims and other pertinent
information agequired under federal regulations.

Medically Necessary Also calledMedical Necessity, shall be defined as described in
10 CCR 2505108 8.076.1.8.

Medical Record A document, either physical or electronic, that reflects the utilization
of healthcareservices and treatment history of the Member

Memberi Any individual enrolled irthe Accountable Care Collaborative

Monthly Capitation Payment A payment the State makes amonthly basisto a
Contractor on behalf of eadlemberenrolledin its planunder a contract and based on
the actuarially sound capitation rate for the provision of servoesredunder the
Contract

Network Provideii Any Primary Care Medical Provider or specialty behavioral health
provider contracted with tHeegional Accountable EntityRAE) to deliverAccountable
Care Collaborativeervices to Members.

Nursing Facilityi A facility that primarily provides skilled nursing care and related
servicesto residentdor the rehabilitation of injured, disabled, or sick persons, or on a
regular basisbove the level of custodial care to other individuals with intellectual or
developmental disaliiiles.

Office of Community Living(OCL) 7 Office within the Department thatrgvides
direction and strategic oversight of Colorado Medicaid's programs, services, and
supports for older adults and persons with disabilities.

Offeror i Any individual or entiy that submits a proposal, or intends to submit a
proposal, in response to this solicitation.

Operational Start DatieThe date thathe Department authorizes the Contractor to begin
fulfilling its obligations under the Contract.

Other PersonnélIndividuals and subcontractors, in addition to Key Personnel, assigned
to positions to complete tasks associated with the Work.

PreAdmission Screening and Resident Review (PASRRA federally mandated
program through the Omnibus Budget Reconciliation Act terdghe medical necessity

for placement in a Medicaid certified nursing facility and the need for specialized
services for individuals with mental illness and/or an intellectual or developmental
disability.

a



2.1.66 Primary Care Alternative Payment Methodology (RaiynCare APM) A Department
initiative to transition primary care provider reimbursement from one based on volume
to one based on value.

2.1.67 Program of AltInclusive Care for the Elderly (PACIE)A Medicare/Medicaid managed
care program that provides healtre and support services to individuals 55 years of
age and older to assist frail individuals to live in their communities as independently as
possible by providing comprehensive services based on their, asatscribed at 25.5
5-412 C.R.S

2.1.68 Praected Health Information (PHI) Any information about health status, provision of
health care, or payment for health care that can be linked to a specific individual.

2.1.69 PostStabilization Care ServicasCovered srvices related to an Emergency Medical
Condition hat are provided after a Member is stabilized in order to maintain the
stabilized condition, or, under the circumstances described@HR. 8438.114(a), to
i mprove or resolve the Memberds condition

2.1.70 Prepaid Inpatient Health Plan (PIHP)An entity tha provideshealth andmedical
services to enrollees under a raymprehensive risk contract with the Department, and
on the basis of prepaid capitation payments, or other arrangements that do not use State
Plan payment rates, and provides, arranges fors atherwise responsible for the
provisions of any inpatient hospital or institutional services for its enrclieeefined
in 42 C.F.R§8438.2

2.1.71 Primary Care Case Managem@CCM)i A system under which a primary care case
manager (PCCM) contracts with the State to furnish case management geviiichs
include the location, coordination and monitoring of primary health care s@ruices
Members or a PCCM entity that contracts withet State to provide a defined set of
functionsas defined in 42 C.F.R.438.2

2.1.72 Primary Care Case Management EnRZCCM Entity)i An organization that provides
any of the following functions, in addition RCCMservices, for thetate: provision of
intensive telephonic or fade-face case management; development of enrollee care
plans; execution of contracts with and/or oversight responsibilities for the activities of
feefor-serviceproviders in thd-eefor-Serviceprogram; provision of payments kee-
for-Serviceproviders on behalf of thetate; provision of enrollee outreach and education
activities; operation of a customer service call center; review of provider claims,
utilization and practice patterns to conduct provider profiling and/or practice
improvement; implementation of quality improvement activities including administering
enrollee satisfaction surveys or collecting data necessary for performance measurement
of providers; coordination with behavioral health systems/providers; coordineition
long-term services and supports systems/providermefined in 42 C.F.R.438.2

2.1.73 Primary Care Case Manageér A physician, a physician group practice, and if elected
by the state, a physician assistant, nurse practitioner, or certified -mitkeife as
defined in 42 C.F.R§ 438.2

2.1.74 Primary Care Medical Provider (PCMP)A primary care provider contracted with a
RAE to participate in the Accountable Care Collaborative as a Network Provider.

10



2.1.75

2.1.76

2.1.77

2.1.78

2.1.79

2.1.80

2.1.81

2.1.82

2.1.83
2.1.84

2.1.85

2.1.86

2.1.87

2.1.88

2.1.89

Primary CaréMedical ProvidePractice Sit¢PCMPPracticeSite)i Asi ngl e

mortaro physical | ocation where
Medicaid billing provider identification number.

Abrick

services

Provideri Any health care professional or entity that has been accepted as a provider in

the Cobrado Medicaid program as determined by the Department.

RedtributionT The process aattributinga Member to a new PCMP based upon new

information (e.g.claims information¢charges in PCMP status and locatjon

Referral or Written Referrdl A documenfrom a providethat recommends or provides

permissiorfor aMember to receive additional services.

Regioral Accountable Entity (RAE) A single regional entity responsible for the duties
currently performed by Regional Care Collaborative OrganizationsC@X} and

Behavioral Health Organizations (BHOS).

Rural County A county in the Contractords servi

than 100,000 people.

Rural Health Center (RHQ) A hospitatbased or frestanding center that meets the

RHC defintion found in Section 1905(1)(2)(B) of the Social Security Act.

Site Reviewi The visit of Department dfaor its designee to the siter the
administrative office(s) of the Contractor arat its participating providers and/or
subcontractordo assess thphysical resources and operational practices in place to

delivercontracted services andfoealth care.

StartUp Periodi Theperiod from the Effective Datentil the Operational Start Date.

Subcontractor An individual or entity that has a contract with an MCO, PIHP, PAHP,
or PCCMEntity that relates directly or indirectly to the performance of the MCO, PIHP,
or PCCMEntity's obligations under its contract with tltate. ANetwork Providelis

not aSubcontactor by virtue of thé&letwork Provideagreement with the MCO, or PIHP

as defined in 42 C.F.R.438.2

Tagline i A short statement written im nonEnglish languagehat indicates the
availability of language assistance services free of charge as defé2@.F.R. §92.4.

TeambasedCarei An approachhat enables all clinical and nafinical staff members
within a practice to workcollaboratively andto the full extent of their training,
experience, and qualifications to deliver comprehensive catesapport services to

Members

Termination/Terminated Occurring when astate Medicaid program, CHP+, or the
Medicare program has taken action to revoke a Medioai©€HP+ provider'sor

Me di c ar e opsuppliers tileng s

Urban Countyf Acouny i n the Contractor6s
to or greater than 100,000 people.

service

Urgent Medical Condition A medical condition that has the potential to become an

emergencymedicalcondition in the absence of treatment.
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2.1.90 Utilization Managementi The function wherein use, consumption, and outcome
services, along with level and intensity of care, are revidaetheir appropriateness
using Utilization Review techniques.

2.1.91 Utilization Reviewi A set of formal techniques desiphto monitor the use of, or
evaluate the clinical necessity, appropriateness, efficacy, or efficiency of health care
services, Referrals, procedures or settings.

2.1.92 Work - The tasks and activities the Contractor is required to perform to fulfill its
obligaions under the Contract, including the performance of any services and delivery
of any goods.

2.1.93 Wraparound Care Coordinati®anAn evidencebased model o€are Coordinatiohat
assists children and youth with significant mental health conditions and their
family/caregiver with accessing health, education, social, and other services to meet the
needs and objectives of the family.

SECTION 3.0 BACKGROUND INFORMATI ON

3.1 THE DEPARTMENT OF HE ALTH CARE POLICY AND FINANCING

3.1.1 The Department serves agthledicaid Single State Agencihe Department develops
and implements policy and financing for Medicaid and the Children's Health Insurance
Program, called Child Health Pl&tus(CHP+) in Colorado, as well as a variety of other
health care programs fdColoradans who qualifyFor moreinformation about the
Department, visitvww.Colorado.gov/HCPF

3.1.2 The Department is aovered entity under the Health Insurance Portability and
Accountability Act of 1996 (HIPAAXUnited States Code [U.S.C.] Tith2 Sections
1320d through 13208 [42 U.S.C. 881320d 1320d8]) and its implementing
regulations.

3.1.3 The Department operatdhe Colorado MedicaidProgram known as Health First
Coloradojn accordance with the Colorado Medical Assistance Act (Sectiord2508,
et seq.C.R.S.) and Title XIX of the Social Security Act. Colorddedicaidis annually
funded from appropriations authorized by the Colorado General Assembly and matched
by federal funds.

3.2 PROJECT BACKGROUND
3.2.1  Colorado Medicaid Program History

3.2.1.1  Colorado Medicaid serves 1.33 million people and has an annual budget of $9.1
billion. The Departmentds mission is to
the people we serve while demonstrating sound stewardship of financial resources. In
the pasftfive years, eligibility for Medicaid has expanded to include more children,
pregnant women, parents and foweome adults. Medicaid enroliment increased from
588,925 in June 2011 to 1.33 million as of June 2016. Colorado chose to expand
eligibility in advance of the Affordable Care Act and further expanded eligibility under
the Affordable Care Act
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3.21.2

3.2.1.3

3.214

3.2.2
3.22.1

3.2.2.2

Individuals and families served by Colorado Medicaid, in large part, have complex
health needs either because of life circumstances or a disability. Research ha
demonstrated that individuals served by Medicaid face significant barriers to better
health and that individuals enrolled in Medicaid report poorer health compared to
others in our state.

To meet the unique needs of those we sehe Department has arlg history of
innovation and service to improve access, health care quality, and the health of its
Clients. In addition, the Department works collaboratively with a very engaged
community ofClients, providers, stakeholders, advocacy organizati@esnmunty
organizations, foundations, and legislators.

Currently, Colorado MedicaicClients are primarily served through three major
programs: the Accountable Care CollaboratReogram (Program), Community
Behavioral Health Services Program, and L-gmgm Servtes and Supports (LTSS).
Moving into the future, the Department intends to build on the successes of each
program while also seeking to integrate these programs to betteiCGienvis andto
effectivelyutilize state resources

Health Care Reform in Colorado

Il n 2007, the State of Colorado embarked
to costeffective, highquality health care services. The Blue Ribbon Commission for

Health Care Reform (the Commission) assessed a variety of health care reform models

in Colorado. After months of careful deliberation and discussion with stakeholders,
constituents, legislators and executive officials, the Commission presented a
comprehensive report in 2007 that provided a blueprint for health care reform in
Colorado. Dravi ng wupon the Commi ssionds r ecomme

proposed a series of |l egislative initiat:i
Care Reform. o During the 2008 | egislatiwv
initiatives. Thenew | egi sl ati on expanded chil dreno

reimbursement for providers, improved efficiencies in private and public health
insurance programs, increased transparency and accountability across the health
coverage system and idergifi further strategies to expand access to-effsttive,
high-quality health care.

Two of the reform efforts were the Medicaid ValBased Care Coordination Initiative
(now known as the Accountable Care Collaborative Program) and the Colorado Health
CareAffordability Act. The Department worked simultaneously on these efforts. The
Department submitted a formal budget action for the Accountable Care Collaborative
Program on November 3, 200&nd in April 2009, the Colorado Health Care
Affordability Act (Colorado House Bill 094293) became law. The legislation
authorized the Department to generate revenue through a hospital provider fee and
draw down federal matching funds. A portion of the fees would be used to provide
coverage to additional uninsured Coldmas and make health care more affordable by
reducing uncompensated care and -sbgting, without costing taxpayers or
businesses more in taxes. Through this legislatioleast 100,00@nore Coloradans
became eligible to apply for medical assistanog@ms.
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3.2.2.3 The passage of th€olorado Health Care Affordability Act, coupled with the
unprecedented growth in Medicaid caseload due to the economic recession, reinforced
the need for the Department toingent and innovate every aspect of its physical,
behavioral andong term services and suppopt®grams. The passage of the Patient
Protection and Affordable Care Act enabled the Department to make significant
changes to the way health care services were delivered to Me@laitsin order to
maximizetheir health, functioning and independence. Over the past yeaesthe
Department has:

3.223.1 Implemented and expanded the Accountable Care Collaborative to more than one
million Medicaid Members, resulting in improved health and more coordinated
care.

3.2.2.3.2 Enharted the Community Behavioral Health ServiceBrogram by adding
Ssubstance use disorder services and inct
resiliency and traumaformed care.

3.2.2.3.3 Creaed the Office of Community Livingimprovedprograms using perseand
family-centered approacheand increagd the number ofClients served in the
community instead of institutions.

3.2.3 The Accountable Care Collaborative Program

3.2.3.1 The Accountable Care Collaboratirogramisthecore of thes t a Medicad
program. It promotes improved health ftbembes by delivering care in an
increasingly seamless way. Thccountable Care Collaborativerorks on the
principle that coordinated care, with needsammmunity supports, is the best, most
efficient way b deliver care to individualst is easier foMembes and providers to
navigate and it makes smarter use of every dollar spent.

3.2.3.2 The Program began as a managedfor-Service model operated under a State Plan
Amendment approved by the Centers for Medic& Medicaid Services (CMS). It
functions as a Primary Care Case Management (PCCM) model following the
applicable federal requirements in 4ZF®. § 438. Prior to the Program, Medicaid
Clients received their physical health services through an unmakagédr-Service
approach.

3233 The Program represents an innovative way
Medicaid reform. It differs from a capitated managed care program by investing
directly in Community infrastructure to support care teams @ace @ordination It
also creates aligned incentives to measurably impfoNent health and reduce
avoidable health care costs. The Program makes the people and organizations that
actually provide care accountable for the qualiytcomesand the cost of thatare.

The fundamental premise of the Program is thgionalcommunities are in the best
position to make the changes that wdlsteffectively optimize the health and quality

of care for allMembes. These regional communities are also best positioned to
identify and meetMember needs andleliver efficient health care by assertively
addressing unwarranted variation in practice patterns, misincentives from a volume
based payment system, and avoidaxeess costs from fragmented care, while also
promoting evidencguided, shared decision making.
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3.2.3.4  The Program provides the framework in which other health care initiatives, such as
medical homes, health information technology and payment reform, cam disritiey
better serve Members and create valiuis.a hybrid model, adding the characteristics
of an Accountable Care Organization to the PCCM model. Certain fundamental
Accountable Care Organization characteristics are essential to the success of the
Program. Theseharacteristicsnclude understandingMe mber s heal t h ar
needs,managing and integrating the continuum of care across different settings,
including primary care, inpatient care and pastite care; having enough Members to
support comrehensive performance measurement; being capable of prospectively
planning budget and resource needs; and having the ability to develop and organize
provider networks.

3.2.3.5  The four initial goals of th&ccountable Care CollaboratiRrogramwere to:
3.2.35.1 Expandaccess to comprehensive primary care

3.2.35.2 Ensure access to a focal point of cae,(MedicalHome) for allMembers
3.2.35.3 Ensure a positivélemberand provider experience

3.2.354 Apply an unprecedented level of statewide data and analytics functionality

3.2.3.6  To achieve theseogls, theAccountable Care Collaborativeas comprised of three
key components:

3.23.6.1 Regional Care Collaborative Organizations (RCCOs) are responsible for ensuring
accountable care by developing a formal contracted network of primary care
MedicalHomes and amformal network of specialists and ancillary providers.

3.2.3.6.2 Primary Care Medical Providers (PCMPs) serve as Ntexdical Home for
Members, providing whol@erson, coordinated, and culturally competent care.

3.2.3.6.3 Statewide Data and Analytics Contractor (SDAC) presidperational support and
data (via a welibasedproviderportal) to theDepartmentRCCO staff, and PCMPs
to support program functions.

3.2.3.7 Thestate was divided into seven geographic regions with each region served by one
RCCO. In the first contract perioflye vendors served the seven regions, as three
regions were awarded to one vendtmogramMembers were assigned to a region and
RCCO based upon their county of residence.

3.2.3.8  The Program has demonstrategbroved healthreduced costs, and improved service
utilization patternsMembersvho have been in tHerogram for longer than six months
are more likely to seek and receive preventive services and fajogare, and less
likely to receive services at an emergency room, receivedoghimaging services,
or be readmitted to the hospital. Financial anatysadicates the Program avoided
Membermedical costs 0$205 million, with net costs avoided o6% million in FY
201516, and total cumulative savings of$9million since the program began.

3.2.3.9 The Program is designed to be iterative. The first phaseegfrhgram was primarily
focused onconnectingMembes to primary care services. Over the course of the
Program, it evolved considerably to:
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3.2.3.9.1 Expandenrolimentfrom 500 Membersto over one millionMembersin the first
five years of thé>rogrants operation

3.2.3.9.2 Connect more Coloradans tdveedicalHome
3.2.3.9.3 Increase coordination of cabetween systems

3.2.3.94 Enhane PCMP standards to align with national patieanteed Medical Home
standards

3.2.3.95 Evolve payment toreflect the iterative nature of the program and incent greater
value

3.2.3.9.6 Increase coalination with LTSS by enrolling approximately 30,000 full benefit
MedicareMedicaid enrollees into thierogram

3.2.4  Community Behavioral Health Services Pogram

3.2.4.1 The Community Behavioral Health Servic€sogram is a statewide program that
provides comprehensivenental health andsubstanceuse disorder services to
individuals enrolled inMedicaid. The program is operated under a federal (b915
waiver and administered by capitated managed care entit@snkas Behavioral
Health Organizations (BHOs). Under this waiver, BHOs provide State Plan services
(available to all MedicailMembes) as well as certain communityased services,
known as 1915(b)(3) or "alternative" services. These services includeerespit
clubhouse/dropn services AssertiveCommunity Treatment, and other nenedical
services, all of which are provided in the least restrictive and moseffestive
manner in order to best use available funding. Proactively providing a broad array of
supportive services in the community reduces the need for othecbsjlservices.

3.2.4.2 The program started as a pilot in 1995 and eventually expanded statewide. The
program offers an array of services, and has been credited with ddectBasing the
lengthand number of psychiatrfwospitalizations. Ihas beemecognized nationally as
a model forserious angersistenmentalillness anderiousemotionaldisturbance as
well as for shortening overall recovery time, increasdignt resilience and dealing
with traumarelated behavioral health complications.

3.2.4.3  For the Community Behavioral Health Services Prograestateis divided intofive
(5) geographic regions with each region served byR©. There are currently four
BHOssserving thefive geographic service areas two regions were awarded to one
vendor MedicaidClientswere assigned to a region aBHO based upon their county
of residence.

3.2.4.4  Theprogram has a long history in Colorado and has evolved significantlyle/past
21 years

3.24.4.1 Expanded the Community Behavioral Health Services ProgrdfY 201314 to
include an outpatient substance use disorder treatment, increasing access to these
services

3.24.4.2 Developed more than 400 sites across Colorado at which behavioral and physical
care are integrated, thereby improving access to behavioral health services
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3.2.4.4.3 Increased coordination of care for specialty populations, including children,
adolescents and their families who are involved in the Child Welfare system

3.24.4.4 Evolved payment to incegreater value and impro¥&ientscreening, assessment
and engagement

3.24.45 Developed traumanformed and traumapecific treatment interventions to address
underlying behavioral health issues

3.2.5 Long Term Services and Supports (LTSS)

3.25.1 Colorado's system of LoAferm Services and Supports (LTSS) provides
comprehensive services to people with many types oftiemg care needs, including
those withphysicaldisabilities serious mental health needs, detielopmental and/or
intellectual disabilities. The LTSS systenomks to supporiClients in the least
restrictive settings possible. Lofigerm Services and Supports are generally delivered
in home and community based settings, nursing facilities or hospitals. The Home and
Community Based Services (HCBS) system is opdrttrough 11 individual waivers
under 1915(c) authority from the Centers for Medicare and Medicaid Services (CMS).
Services and supports associated with HCBS waivers include but are not limited to,
personal care services, access to alternative cardiéscihome modification, adult
day programs, nemedical transportation and medication monitoring. To be
considered for waiver servicesCéient must meet financiadnd functional eligibility
and program targeting criteria. HCBS waiver services are pdvtaindividuals who,
but for the provision of waiver services, would require the level of care provided in a
nursing facility, hospital, or an intermediate care facility for individuals with
intellectual disabilities.

3.2.5.2 In Colorado, most people accessltA&S system through two types of entities: Single
Entry Points (SEPs) and Community Centered Boards (CCBs). SEPs and CCBs, in
addition to three private agencies, act as the case management agencies for LTSS
Clients receiving HCBS. Case management dutietude levelof-care functional
assessment, service plan development, referral, monitoring and remediation of
Grievancesind issues related to the provision of LTSS

3.2.5.3  SEPs predominately serve as the entry pmitCase Management Agenfryr older
individuals, adults with mental health needs, individuals with traumatic brain or spinal
cord injuries, and children with lifgmiting illnesses. CCBs predominately serve as
the entry poineandCase Management Agenftyr individuals with intelectual and/or
developmental disabilities and children with autism. Prizasemanagemergntities,
SEPs and CCBs can provide case management services for children with special health
care needs through different waivers. There are 24 SEPs and 20 C&RBghdut the
State

3254 Coloradobés system of LTSS has achieved i
3.254.1 Maintaireda high level of LTSSlientsliving in the community.

3.25.4.2 Transitioned203 individuals from longerm care facilities to community living
between April 213 and September 20flough the Colorado Choice Transitions
Program.
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3.2543 Developed ailot program to test thlo Wrong Doomodelto streamline access
to LTSS.

3.2544 Increased participation in the Supported Employment Benefit from 1,120 in
January 2011 to 2,34i June 2016.

3.2545 Created th&Community Living Quality Improvement Committee toelp shape a
robust quality improvement process.

3.25.4.6 Conducted Perse@entered Thinking training with over 2,1Gamilies, case
managers and service providers across the widtelp reshape how LTSS are
provided

3.25.4.7 Developed a plan for implementingpnflict-free case management, including
allowing Clients toeventuallychoose their ow€aseManagemenfgency.

3.3 NEXT ITERATION OF TH E ACCOUNTABLE CARE C OLLABORATIVE
PROGRAM

3.3.1  Over the lasffive years the Accountable Care Collaborative has shown progress in
creating a health care delivery program that improves health outcomes, better manages
care and is a smarter use of resources. The Program was designed witeenongion
in mind, andthe understanding that to meédembesd complex health needs, delivery
system change must be iterative to keep up with an evolving health care system. One
important improvement will be to continue to more toward more coordinated and
integrated care that increasingly rewards improved healtivmets.

3.3.2  The next phase of the Accountable Care Collabor&iwgram begins in July 2018he
Accountable Care Collaborativierogramwill build upon its first sevenyears and
advance t he Depar tMemnbethdalth aglite adtcometarmmtoussnpr ov e
state resources wiseljo achieve these goals, the Program will focus on the following
objectives:

3.3.2.1  Join physical and behavioral health under one accourgabtg

3.3.2.2  Strengthencoordination of services by advanciiggambasedCare and Health
Neighborhood

3.3.2.3  Promote Member choice and engagement
3.3.2.4  Pay providers for the increased value they deliver
3.3.2.5  Ensure greater accountability and transparency
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3.3.3  One entity, the Regional Accountable Entity (RAE), will be responsiblerfamoting
physical and behavioral healtimdathe previougduties originally contracted by the
Regional Care Collaborative Organizations and Behavioral Health Organizations in their
region. The RAEwiluse this expanded scopheathand pr omo
functioning coordinate care acse disparate providers, interface with LTSS providers,
and collaborate with social, educational, justice, recreatimméhousingagencieso
foster healthy communities and address compf@lient needs that span multiple
agencies and jurisdiction¥he RAE will manage a network of primary care physical
health providers and specialty behavioral health providers to ensure access to appropriate
care for Medicaid Members. A critical function of the RAEs is to create a cohesive
network of providers that work gether seamlessly and effectively to provide
coordinated health care services to Members. Having one entity will improve the
Member experience by creating one point of contact and clear accountabiiigatorg
thewholeperson.

3.3.4 The state will contine to be divided into seven regions to continue to promote
innovation, flexibility and local ownership of thmiblic health andhealth care delivery
system.
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Regional Map for the Next Iteration of the Accountable Care Collaborative Program
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3.3.5 Clientswill be automatically enrolledhs Membersn the Programthrough mandatory
enrollment and immediately connected with a Primary Care Medical Provider (PCMP).
A PCMP must be a medical practitioveith a focus on primary care (family medicine,
internal medtine, pediatrics,geriatrics, obstetrics and gynecology). Using either a
claimsbased assignment methodology or @lient choicebased attribution
methodology, the Department will assign or attribQtients to a PCMP. Based on the
PCMPOs g e o ganéadhe PCMMAPracticecSatavili be contracted with only one
RAE. The geographic location of thkle mb e asfigeed/attributed PCMP will
determine th€lien® s enr ol | ment to a RAE. Members w
any time t hr ou gioliniehtlrokdd.e par t ment 6s

3.3.6  TheAccountable Care Collaboratirogramwill strengthen the PCMP network and
the relationkip between the RAE and PCMHARAESs will be given greater latitude to
contract with practices that meet a set of basic minimum requirementsétimin the
Department 6s c¢ommi t me nvtedicaldome standams PGM&s t h e
will be encourage@dnd supported ileveragng all staffto the greatest extent possible to
build TeambasedCare

337 The RAE wil/l a d mi n CapiatedBehavioral HEathpBemetitone nt 0 s
promoteoptimizedmental health and wellnesr all Membes and to ensuréelivery
of Medically Necessary mental health and substancelissederservices Addressing
the community mental health needs of over 600,000 children, 100,000 pregmaer
and 500,000 adults is of prime importance to the Department so that emotional,
behavioral, social and intellectual wélking potentials are achieved. The Depertt
recognizes th&®AE will contractstatewidewith a range of specialty behavioral health
providers in order to deliver the full continuumSthate Plan anti915(b)(3)Servicedor
mental health, substance use disorders arwtcorring conditions

3.3.8 In addition, the RAE will have responsibility for ensuritigely and appropriataccess
to Medically Necessargervicesoffered by the full range of Medicaid providensthe
Health Neighborhood, includingpecialty hospita] and homebasedcare to meet the
health and functioning needs of Members. The RAE #aNelop infrastructure that
supports coordination betweddetwork Providers and éhHealth Neighborhoad
including: streamlining referral processes, improving communicadomsgproviders,
clarifying roles and responsibilitiesf providers and increasing the number of specialty
care providerenrolled inMedicaid and actively treating Member3he RAEs will
supportprovideraccess and utilaion oftools and resources that will enable them to
serve Membes with complex conditions, obtain brief specialty consults, and make
appropriate, timely, and coordinated referrals M@mbes requiring more intensive
specialty careThe Department recognizes the vital role that all its providers offer to
Members For example, £&ommunity pharmacist, home health worker or peasarnde
will geneally see dMembermore often than the PCMP. These providers can also play

a role in the RAEG6s health promotion acti\
Neighborhood sahat nonPCMP assessments inform subsequent interactioitls
Members
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3.3.9

3.3.10

3.3.11

3.3.11.1

3.3.11.2

3.3.11.3

3.3.12
3.3.12.1

The Department will cdinue to selectively contract with o@sntractor for a region as

opposed to multiple contractors within a region. One of many reasons for this decision

is based on the recognition that individuala n d r éepithts impascted by many
conditions andervices beyond just clinical servicesh@ RAE will develop mechanisms

to engageCommunity partnersvithint h e R A E dos populatmpn heaith and nen
medicalCommunity servicesThe RAE can invest in regional approaches toilogome

population healthwi t h dlanmber gl a n switchingbo concerns
recognizes that sizable percentages ef gbpulation will move off oMedicaid and

wishes thosélembes to be healthier when they depart. The Department recognizes that
there is also a sizable pentage 6r whom Medicaid will be a lonterm payer. A

regional model allows the RAE to prom@&emmunity and infrastructure approaches to
creating a healthy culture and environmditte RAE carleverage these partnerships in

order to link Membes to appropate Community organizations and resourcése

RAEswill a ct as the Departmentdés regional age
promote pathwayshat help Members reach their full potent@hd address the

Col or 4@ wWinsable Battles, whichdispropationately impact low income
communities andan be most effectively combattedcinildhood.

In order to maximize impact and minimize redundandies,Programwill focus on
greater coordination with théoloradoDepartments of Human Services, Public Health
and Environment, and Corrections, as well as initiatives such as Comprehensive Primary
CarePlus (CPCt), State Innovation Model (SIMPelivery System Reform Incentive
Payment (DSRIP) program for hospitaisd the Colorado Opportunity Proje@the

RAE will play key regional roles in these initiatives as they are well aligned with the
Accountable Care Collaboratibdes goal s .

At the highest level, the next phase of the Accountable Care Collabosatigeto
achievethe following

Memberswill have their medical and behavioral health care needs met and receive
Community supports in a seamless way.

Members and providers navigating the system will find it easier t{cangeproviders
will be further incented to nk& improved outcomes their highest priority when
treating and supportinglembes.

Appropriate use of medical care will be the nornmpasruseof someforms of care
will continue to drop, ensuring that resources are used to their highest good in an
efficient and effective system of care.

Population Health Management andCare Coordination Services

One of the objectives of thBrogramis strengtheningcoordination of services by
advancingleambasedCare and Health Neighborhood3are Coordinatioprovides

a person and familycenteredapproachto facilitate the appropriate delivery of
physical health, behavioral healtlTSS,specialty care, ancillary services, oral health
and other social services that support Member health anebwialy. Ideally, Care
Coordinationwill be provided faceto face by individuals with strong ties to the
Community who can develop ongoing relationships Wwigmbes.
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3.3.12.2

3.3.12.3

3.3.12.4

Once &Clientis enrolled in thd’rogram the Department will conduct a brief Health

Needs Survey through PEAMdIOr t he Depart ment 6s Enrol | n
Needs Survey will be used to help PCMPs and RAEs ideniganb er and f ami
potentialimmediate needs

The RAE will be required to develop a clgmpulation health managemesitategy

fully aligned with otherst at e heal th initiatives, parti
Battles and State of Heal th reports. I n
healthiest state, thetate has developed a life stage model that recognizes that
interventionsangg | ans vary throughout oneods | ife.
successful if particular focus is made on {meome populations who bear the brunt

of health disparities and inequities. The

leads for thesefforts and their incentives will be, in part, tied to their progress against
these goals.

The next iteration ofrite Accountable Care Collaborativ®rogramwill includeefforts

to improve thecoordination andlelivery of service$or specialpopulations: hildren

involved with the child welfare system, individuals transitioning ounstitutions and
correctional facilitiesand children at risk for otdf-home placementAs Members

receiving LTSS already receive case management for a defined set ofshehefi

RAE will collaborate with LTSS providers to design care coordination approaches that
ensure a Memberds compl ete health and wel
duplication of services and system fragmentation.

3.3.13 Integration of Primary Care and Behavioral Health Services

3.3.13.1

3.3.13.2

3.3.13.2.1

3.3.13.2.2

The Accountable Care Collaborativell supportthe integration of primary care and
behavioral healtby creating a single administrative entity (the RAE) overseeing both
primary care and behavioral health services, as well as adjusting how services are
reimbursed.

The Department will retain capitation for behavioral health services (referred to as the
Capitated Behavioral Health Benefit) while making important changes to the
behavioral health benefit.

The Department will rely less on the use of a covered diagnosis as a requirement
for accessingMedically Necessarycoveredbehavioral health services. Cogd
diagnoses will continue to be used to identify inpatient hospitalizations, emergency
department visits, laboratory tests, and specific outpatient and alternative
behavioral health services that will be reimbursed through the behavioral health
benefit.

The Department will increase access to low acuity behavioral hieddttventions

by encouraging the delivery of behavioral health within primary care settiogs.

acuity kehavioral health treatment delivered in primary care settmgg be
reimbursedrFeefor-Service for up to six (6) sessions paisode of careThese
sessions will not require a covered behavioral health diagnosis. Additional sessions
will require authorization from the RAE for reimbursement through the Capitated
Behavioral Health Beriig.
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3.3.13.3 The Department expects greater focus on innovative {blased community
behavioral health education, skills training, and promotiowelf-beingacross life
stages and functional statu$he RAE will be responsible for maintaining a
comprehensivetatewidenetwork of specialty deavioral health providers capable of
delivering the full range of covered services to support Members in improving their
mental health and life outcomes. This includes providing services in multiple
communitybased settingsyocational services, clubhouse and dmopcenters,
prevention and early intervention activities, support for Members transitioning to a
new system of care or care environment, and other services that empower Members to
reach their full potential.

3.3.14 Health Information Technology and Analytics

33141 The Departmentdés emerging Health I nfor ma
enable greater data and information sharing among the Health Neighborhood.

3.3.14.2 The use of technology and datdaven decisioomaking is integral téhe operation and
success of th@rogram The combination of technology solutions provided by the
Contractor and the Department will enable effective data and information sharing
amongNetwork Providersandthe Health Neighborhood to improwdemberhealth
measure performance and control costs.

3.3.14.3 The Departmenis implementingthe Colorado interChange System, whiefil
replace the previous Medicaid Management Information System (MMIS). Colorado
intetcChangewill offer enhanced functionality and capabilities thmaikes iteasier for
providers to use. ThinteiChange systemwill also providemore functionality to
implement different types of payment approaches.

3.3.14.4 The Department is implementing a business intelligancedata management system
(BIDM) that collects, consolidates, and organizes data from multiple sources for
reporting and business process analysis. The BieMacel the Statewide Data
Analytics Contractor (SDAC) used for the finsération of the Accowuntable Care
Collaborative

3.3.14.5 RAEs andNetwork Providerswill be able to access the interChange and BIDM
provider portals to chedlembereligibility, view Memberand populationtilization
and costs access regieapecific enrollment rosters, assess perforceaonKey
Performancelndicators and qualitimprovement activitiesand generate ad hoc
reports to support Program activiticehese new technology resources will help to
ensure clear lines of responsibility; facilitate coordinated care; promote dategsha
and ensure that the RAE is supporting the entire team.
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3.3.15 Payment Innovation

3.3.15.1 The Accountable Care Collaborative was designed to sighport the transition of
payment within Medicaid to valdeased modelsThe Department is committed to
implementing innovative payment practiceshat reward efficiency, quality,
coordination and health improvement and disincent duplication of services, overuse of
low value services and fragmentation of caPRayment innovationwithin and
supported by the Accountable @aCollaborativevill align and complemerdtate and
federal alternative paymenhitiatives (e.g, Comprehensive Primary Care Plus,
Medicare Access arfdHIP Reauthorization Act of 20{MACRA)). The Department
will evolve payment by:

3.3.15.1.1 Reducing the amount ajuaranteed administrative and service payments and
linking a greater proportion of reimbursement to value

3.3.15.1.2  Creatingflexible paymentsot tied to volumehat fund nortraditional integrated,
coordinated, comprehensive models of care

3.3.15.1.3  Aligning providerrate-setting methodologiescross provider typeso thathey are
aligned and mutuallyeinforcing (e.g., FQHGMHCs, primary care)

3.3.15.1.4 Continuing to test innovative payment methodologies that improve health
outcomesMembersatisfaction, and cost effectivenessauthorized ire5.55-415,
C.R.S

3.3.15.2 The RAEs will receive an administrative peember pemonth (PMPM) payment
between $14.50 and $15.50, $4 of which will be withheld by the Department to fund
pay-for-performance. The PMPM wiupport theR A E Besilth pomotion activities
within the region, the RAEOGOS investments
within the Health Neighborhoodcandappropriate coordination of care for Members
In the next iteration of the Program, thepartment is changing¢ way the PMPM
is currently distributed. Instead of makingMedical Home payment directly to
providers the Department withake the entir@dministrativepayment to the RAE.
This will enable the RAE to design flexible funding arrangements to support BCMP
and Health Neighborhood providers for participation in working to achieve the goals
and objectives of the Accountable Care Collaborattveninimum of 30% of the
R A E 8MPM mustbe distributed to the PCMP network and Health Neighborhood
and RAEs must ge PCMPs the option to receive a standard $2 PMPM. However, the
RAE may work with providers to design differerstlue basechayment arrangements
that may exceed $2 PMPM

3.3.15.3 TheRAE will also receivea monthly CapitatedPayment foreach enrolled Member
for the provision ofthe Capitated Behavioral Health Benelihe RAE will assume
comprehensive risk and take full responsibility émtimizing the mental health of
Members and foproviding and arranging for all covered inpatient and outpatient
behavioral he#h services. The Department wik the capitatiopaymento value in
two ways.
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3.3.15.3.1 Capitation Rate Setting: The capitation rate is Huidin anactuarially certied
point estimateCMS allows states to set individual contractor rates within a narrow
(1.5%) range around the actuariatigrtified point estimateln the next iteration,
the Departmentwill et er mi ne t he RAEG6s rate within
t he RAEDOG d peifonthnce onddangfied metricall RAEs must meet or
exceed several base standards or metrics in twdére rate to be set at the point
estimatelf a RAE fails to meet the base standards, it will be paid at abelew
the point estimatdf a RAE achievesdentified stretchperformance goals, it will
be paidat a rate higher than tip®int estimate

3.3.15.3.2 Behavioral Healthincentive PaymenBubiject to available fundindye Department
will work with CMS to create an incentive program that will eeaRAES to earn
up to a4% incentive on top of their capitation for achieving key performance
targets.

3.3.15.4 The Department will continue to withhof#tf r om t he RAEOGs admini s
of between $14.50 and $15.50 fund apay-for-performanceprogram thafeatures
three components.

3.3.15.4.1 Key Performance Indicatorthe RAE will be able tearn performance payments
based on meeting or exceeding targets for up to KéyePerformance Indicators
(KPIs). The KPIs will consist primarily of a set of core measures definyethe
Departmentplus at least one measure that the RAE can choose from a list of
options offered by the Departmewts with the administrative PMPM, the RAE
will have responsibility for sharing incentive payments with providers in a way that
furthersthe goals and objectives of the program.

3.3.15.4.2  Flexible Funding Pool: This pool will be created from any monies not distributed
for KPIs and will be used to reinforce and align evolving program goals. The
current Accountable Care Collaborative has utilized alairpool of funding to
increase payment for PCMPs that meet enhamdedical Home standards, to
support practices participating in the State Innovation Model, afatts vendor
attention on priorityprogramoutcomes. The Department will distribute monies
from the Flexible Funding Pool in a similar manner for the next iteration. For
example, the Department mdigtribute funds based @amproving performance on
a priority goal identified by the Departmendr it may incentivize provider
participation in new state or federal initiatives that are aligned with the Accountable
Care Collaborative.

3.3.15.4.3  Public Reporting: The Department is committed to transparent reporting of vendor
performance on key health and cost noeas.Public reporting will be comprised
of two componentsl) reporting of HEDIS and other clinical measures that align
with SIM, CPC+, and other state and federal initiatives; and 2) reportimgpader
public health type metricwhere the RAE and proder play a critical but perhaps
not determinative rolen affecting changeObesity rates, suicide rataadpassive
tobacco exposure are all examplafls public health measurethat RAEs can
influence While initially the Department will not reimburse panfnance on these
measures directly, the Department will track progress on these measures to guide
the evolution of the program.
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3.3.15.5 Feefor-Service Payment Innovation

3.3.15.5.1 In addition to changing payments within the Accountable Care Collaborative, the
Department W be transforming how it reimburses primary care servibesugh
the Primary Care Alternative Payment Model (Primary Care AP¥iinary Care
providers that leveragéeambasedCare practicescare management activities,
Member engagement tooland quaity improvement strategieto deliver more
efficient, cost effectivecare andto improve Member health will have an
opportunity to earn a higher reimbursement rate.

3.3.15.5.2 These reformsvill align withtheDepar t ment 6s FQHC payment
various CMSsponsored payment initiatives, such as the State Innovation Model
and Comprehensive Primary Care Pllise RAEs will have a key administrative
roleto assess and certify PCMPs for participation in the Primary Care APM, and to
support providers in understding, preparing fqrand participating itthe Primary
Care APM

3.3.155.2.1 The Departmentos Primary Care APM will
for a core set of identified primary care codes.

3.3.155.2.1.1 Track OnePrimary Care APMACC PCMPs that are certified by the RAE
as meetingertain criteria willreceive higher reimbursemeiot acore set of
primary care codes.

3.3.15.5.2.1.2 Track TwoPrimary Care APMPrimary care providers who apply and are
accepted to participate will lable totransition a significant portion aheir
reimbursemento a prospective payment that provides a guaranteed revenue
streamto help providers shift from delivering voluni@ased care to more
valuebased practicedhe remainder of their reimbursement will be based
on billing a core set of primary caredes.

3.3.15.6 TestingPaymenReform Models

House Bill 121281 of the Second Regular Session of the 68th General Assembly
was passed in 2012, creatithige Medicaid Payment Reform and Innovation Pilot
Program 25.55-415 C.R.S)which allowsthe Departmenb accet proposals for
innovative payment reform pilstthat demonstrateew ways of paying for
improved Client outcomes while reducing costs in the Accountable Care
Collaborative.The Department hagstedtwo specific payment reform modebs:
full-risk, compréensive physical healthpayment reform program for adults
operating in six counties on the western slope gdheary care capitation program
operating in the Denver metropolitan area.

3.3.15.6.1  This nextiteration of the Accountable Care Collaboratiwgill allow a broader
application of the primary care capitation program tested undes2415, C.R.S.,
through the Track Two Primary Care APM. Thigl allow qualified primary care
providers to assume increasing levels of risk for a primary care benefit and
accounability for improved financial and health outcomes.
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3.3.15.6.2

The Department wilincorporate lessons learned from the current models and
continue to work with RAESs to test innovative payment modelgeloped under
25.55-415 C.R.S However the Department isot able to guarantee continuation
of existing contracts under 255415 C.R.S,as theyare developed under
individualized CMS authority tied to a particular awardee, not a region.

3.3.16 Additional RAE Responsibilities

3.3.16.1 As the Accountable Care Collaborative as iterative program, the Department

continues to explore ways to evolve the program and implement activities to improve
Member health and life outcomes. The Department is currentlyingpda three
additional areas of responsibility that mag incorported into theRAE contract:
Wraparound ProgranfPre Admission Screening and Resident Review (PASRRJ)
brokering of case management. Each of thessponsibilitiesrequire further
development and state and federal approvals before they can be incorpuceatiee
Work. All three programbave distinct funding.

3.3.16.2 Wraparound Program

3.3.16.2.1

3.3.16.2.2

3.3.16.2.3
3.3.16.2.3.1

3.3.16.2.3.2

3.3.16.2.3.3

3.3.16.2.3.4

The Department is working with the Colorado Department of Human Services and
CMS to design and implemetite Wraparound Program as partaof intensive
Systems of Care to imprewvthe health, welbeing and functioning of children and
youth with significant mental health conditions who are at risk forobiome
placement, as well as their families and caregivers. The Systems of Care is a
comprehensive, communityased program tensure that children and youth with
significant mental health conditions and their families/caregivers receive services
they need for success in home, school @achmunity. This systems designed to
improve the health, webeing, and functioningf thes children/youth and their
familiedcaregiversand seeksto reduce potentiallpreventald emergency room,
inpatient, andesidential child care facilities utilization

Thest at eds Sy st eanthedvideGabased model détailed within the
bodk Building Systems of Care: A Prim@&010)

Thecore components of tlgystem of Carare

Wraparound Care Coordination (Wraparound). An eviddrased model of
Care Coordinatiorthat assis the child andthe family/caregiverto access
behavioral health, medical and oral, social, educational, developmental and
other services to meet the needs and the objectives faintiy.

Parent/Caregiver Peer Support. A program that provides a structuretd- one
one, strengtibased relationgp between a parent/caregiver and a trained peer
parent/caregiver of a child or youth with special needs.

Intensive InRhome Therapy Services. A combination of State Plan benefits and
other services.

Flexible Funds Funding that is madavailable to assisthe child/youth and
family/caregiverwith nonmedical needs that nonetheless impact the health,
functioning and weltbeing of the child or family.
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3.3.16.2.4  For the next iteration of the Accountable Care Collaborative, the Depannagnt
require the RAESs to oversdlge provision of a Wraparound Program that consists
of both the Wraparoun&€are Coordination andparenttaregiver peer support
components The Contractor shall implement th&raparound Programvhen
requested by the Department and participate in the éwolof theWraparound
Program.

3.3.16.3 PreAdmission Screening and Resident Review (PASRR)

3.3.16.3.1 The PreAdmission Screening and Resident Review program (PASRR) is a
protection and advocacy program that ensures individuals whoneee mental
illness and/or arntellectual or developmental disability receive the appropriate
treatment in the appropriate setting for the appropriate amount of time. PASRR is
a federally mandated program created in 1987 through the Omnibus Budget
Reconciliation Act (OBRA). It is designed ttetermineMedical Necessityor
nursing facility placement and need for specialized services for individuals with
mental illness and/or an intellectual or developmental disability.

3.3.16.3.2 PASRR has three godisr any individual being admitted to a Medicaid certified
nursing facility 1) to identify indviduals with mental illnesand/or an intellectual
or developmental disability; 2) to ensure these individasdgplaced appropriately,
whether in the comunity or in a nursing facility;and 3) to ensure that these
individuals receive the services they require for theiental illnessor their
intellectual or developmental disabilitjagnosis in whatever setting they reside.

3.3.16.3.3 PASRR requires that individuals besassed when they apply tawasing facility
(the Preadmission Screen, or PAS) and on a systematic basis after admission (the
Resident Review, or RR, upachange in status or conditjorThere are three
elements to PASRR.

3.3.16.3.3.1 PreAdmission ScreerRAS) Levell is a preliminary screen completed by staff
from nursing facilities, Single Entry Pointagencies or hospital discharge
planners for the purpose of indicating the possible presenmoertal illnesor
intellectual or development disabilifgr an individual seeking nursintacility
admission.

3.3.16.3.3.2 PAS Level Il is an irdepth evaluation completed by a trained assessor
confirm the presence of anental illness or intellectual or developmental
disability, determinethe appropriate living situatipnand identif what
specialized services are neegdédny.

3.3.16.3.3.3 Resident Review is conducted on a systematic basis for Members residing in a
nursing facility and whenever there | s
may affect their mental iliness or intellectual/deyst®ntal disability status.

3.3.16.3.4 The Department may require the RAEs to manage the Colorado PASRR
accordance withstate andfederal statutes, rules and regulatioASRR
administration will include reviewing PAS Level | and |l conducting or
coordinating the completion of Level Il assessments, arranging specialized
services, noticingembes and agencies about the PASRR outcomes, monitoring
the quality of PASRR and participating in required trainings.
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3.3.16.4 Brokering ofCase Management

3.3.16.4.1 In Colorado,SEPs and CCBs, in addition to threezate agencies, act as tlease
managemeragenciesor LTSSMembersreceivingHomeandCommunityBased
services (HCBS).

3.3.16.4.2 In March 2014, CMS implemented regulation regardwegsoncentered service
plan development. Part of this regulation requires states to separate case
management from direct service delivery functions to eliminate conflict of interest
for services provided under HCBS waivers. This rule addresses the conflict of
interest that may arise when one entity is responsible for both performing case
management functions and providing direct services. As a result of these federal
regul ations, Col oradods existing syste
compliant. There are 200mmunity Centered Boards (CCB) designated by statute
to provide case management for three waivers for individuals with intellectual and
developmental disabilities, and all 20 CCBs provide direct HCBS waiver services.
In addition, the CCBs perform all eilimglity determination for services for people
with intellectual and developmental disabilitidsurthermore, the Single Entry
Point agencies perform eligibility determination and case management for the eight
other HCBS waivers in Colorado. Some of Biegle Entry Point agencsealso
provide direct HCBS waiver services for people for whom they provide case
management.

3.3.16.4.3  To continuereceiving federal fundintpr thel/DD waivers, Cabrado must come
into compliancewith theCMS conflict-free case management pailations. In
accordance witicoloradoHouse Bill 151318 which was passed in 2015 to create
25.56-409.3 C.R.S, the Department has createglanfor the delivery otonflict-
free case managemenhat complies with federal regulatignsvith input
from CCBs,SEPsand other stakeholders.

3.31644 As part of t he Depart me-free @ase neahajesnent s t o
systemthe RAEmay be required tact as a neutral party to suppbtémbersin
selecting the&Case Management Agenthat kest meets their needs. The RAE will
be responsible for brokering a case management network that maximizes choice.
Agencies currently providing LTSS case management can contingerve
Members i f t hat i s &andte RAE wibhenmodacaloattolo i ¢ e,

3.3.17 Future Considerations

3.3.17.1 TheAccountable Care CollaboratiVRrogramhas and will continue to be iterative and
evolve over time. Thérst contractof the Accountable Care Collaborati\Rrogram
created a platform for future delivery system and payment reform efforts. The
Department intends to continue to make changes tertsgram that could alter the
scope of thérogram and th€ontract resulting from this RFP.

3.3.17.2 Revisions to thérogram thatmay require changes to th&ork in this procurement
and resultingContract may include:

3.3.17.2.1 Implemenaton of alternative benefit packagewithin Colorado Medicaidas
allowed through the Affordable Care Act

3.3.17.2.2 Implementation of payment reform asthorizedn 25.5-5-415 C.R.S
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3.3.17.2.3  Administration of the CHP+ or the incorporation of CHP+ members into the. ACC
3.3.17.2.4  Administration of theDental Administrative Services Onlgontract

3.3.17.2.5 Administration of the Non-Emergency Medical Transportation (NEMT)
administrative contract afor benefits

3.3.17.2.6  Implemernation of recommendations from the LTSS No Wrong Door pilot

3.3.17.2.7 Inclusion ofCase Management Agenagd PASRR functions not already included
in the Work

3.3.17.2.8 Inclusion ofnew service bundles addressing social determinants of health

3.3.17.2.9 Implementation of a statewidelember engagement incentivand/or wellness
promotionprogram

SECTION 4.0 OFFERORG6GS EXPERI ENCE

4.1 MANDATORY QUALIFICAT IONS

411 Offerords organization shall meet all manc
4.1 to be considered foward of a contract from this solicitation.

4.1.2 The Offeror shall be licensed as either a:
4.1.2.1 Health Maintenance Organization (HMQO) or

4.1.2.2 Limited Service Licensed Provider Network (LSLRM}¥ defined byd CCR 7022,
Colorado Insurance Regulatiorl2.

4.1.3 The Offerorshall attest to meeting the definition and requirements of a Primary Care
Case ManageentEntity (PCCMEntity) set forth in 42 G~.R. §438.2.

4.1.4  The Offeror shall attest to meeting the definition and requirements of a Prepaid Inpatient
Health Plan (PIHP) sébrth in 42 CF.R. § 438.2.

4.2 ORGANIZATIONAL EXPER IENCE

4.2.1 The Department has determined that it desires specific experience and skills for an
Offeror to possess in order for the Offeror to be able to complete the Work efficiently
while meeting the demands adéadlines of the Department.

422 The Department wi || evaluate the Offeror
following:

4.2.2.1  Experiencemanagng projects of similar size and scope to the Program described in
this RFP.

4.2.2.2  Experience within the last ten (19¢ars providing, arranging for or otherwise being
responsible for the delivery and coordination of comprehensive behavioral health and
physical health care services spanning the continuum of care of outpatient and
inpatient services.
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42.2.3

4224

4.2.2.5

4.2.2.6

Experience within thgast five (5) years providing, arranging for or otherwise being
responsible for the delivery and coordination of physical health care services spanning
the continuum of care as an administrative services organization, Primary Care Case
Manager Entity or snilar evidence of performance of a Roapitated, physical health
service contract.

Experience within the last five (5) years must have been serving Medicaid covered
populations, including children, adults, older adults, Medicare and Medicaid
Members disabled, and individualwith multiple chronic, cemorbid conditions

Experience within the last ten (10) yeamdministering managed care with the
infrastructure necessary to improve access to care, to build and manage a provider
network, to pay claims, tmonitor and evaluate provider and system performance, and
to implement quality improvement initiatives.

Experience within the last ten (10) yeamanaging financial risk for covered services.
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SECTION 5.0 STATEMENT OF WORK

5.1 CONTRACTOROGS CREQUEREMENTS

5.1.1

5.1.2

5.1.3

5.1.4

5.1.5

5.1.6
5.1.6.1

5.1.6.2
5.1.6.2.1

5.1.6.2.2

5.1.6.2.3

The Depamment will contract with only one (1) organizatipar regionthe Contractor,
and will work solely with that organization with respect to all tasks and deliverables to
be completed, services to be rendered and performance standards to be met.

The Contrator may be privy to internal policy discussions, contractual issues, price
negotiations, confidential medical information, Department financial information, and
advance knowledge of legislation. In addition to all other confidentiality requirements
of the Contract, the Contractor shall also consider and treat any such information as
confidential and shall only disclose it in accordance with the terms of the Contract.

The Contractor shall work cooperatively with key Department staff and, if applicable,
thestaff of other Department contractors or otkiate agencies to ensure the completion

of the Work. The Department may, in its sole discretion, use other contractors to perform
activities related to the Work that are not contained in the Contract orftorpemy of
the Department s responsibilities. I
any other Department contractor, the Department will resolve the conflict and the
Contractor shall abide by the resolution provided by the Department.

TheContractor shall inform the Department on current trends and issues in the healthcare

n t

marketplace and provide information on new technologies in use that may impact the
Contractordéds responsibilities under

t hi

The Contractor shall maintain corefg and detailed records of all meetings, system
development life cycle documents, presentations, project artifacts and any other
interactions or deliverables related to the project described in the Contract. The
Contractor shall make such records avaddblthe Department upon request, throughout

the term of the Contract.
Deliverables

All deliverables shall meet Departmeapiproved format and content requirements.
The Department will specify the number of copies and media for each deliverable.

Each déverable will follow the deliverable submission process as follows:

The Contractor shall submit each deliverable to the Department for review and

approval.

The Department will review the deliverable and may direct the Contractor to make
changes to the deerable. The Contractor shall make all changes within five (5)

Businesbays foll owing the
Department provides a longer period in writing.

Department 6s

Changes the Department may direct include, but are not linoetechodifying
portions of the deliverable, requiring new pages or portions of the deliverable,
requiring resubmission of the deliverable or requiring inclusion of information that

was left out of the deliverable.
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5.1.6.24 The Department may also direct the Contractor to provide clarification or provide
a walkthrough of each deliverable to assist the Department in its review. The
Contractor shall provide the clarification or walkthrough as directed by the
Department.

5.1.6.2.5 Adelver abl e shalll be deemed accepted upo
the Contractor of its acceptance.

5.1.6.3  The Contractor shall employ an internal quality control process to ensure that all
deliverables, documents and calculations are complete, accursyetoeunderstand
and of high quality. The Contractor shall provide deliverables that, at a minimum, are
responsive to the specific requirements for that deliverable, organized into a logical
order, contain no spelling or grammatical errors, are formatigdrmly and contain
accurate information and correct calculations. The Contractor shall retain all draft and
markedup documents and checklists utilized in reviewing deliverables for reference
as directed by the Department.

5.1.6.4 In the event that any due ddte a deliverable falls on a day that is noBasiness
Day, then the due date shall be automatically extended to thBumresPay, unless
otherwise directed by the Department.

5.1.6.5 All due dates or timelines that reference a period of days, months iergushall be
measured in calendar days, months and quarters unless specifically stated as being
measured in business days or otherwise. All times stated in the Contract shall be
considered to be in Mountain Time, adjusted for Daylight Saving Time as@ajate,
unless specifically stated otherwise.

5.1.6.6  No deliverable, report, data, procedure or system created by the Contractor for the
Department that is necessary to fulfilling the Contractor's responsibilities under the
Contract, as determined by the Depaity shall be considered proprietary.

5.1.6.7 If any deliverable contains ongoing responsibilities or requirements for the Contractor,
such as deliverables that are plans, policies or procedures, then the Contractor shall
comply with all requirements of the mostently approve version of that deliverable.
The Contractor shall not implement any version of any such deliverable prior to receipt
of the Depart ment dwrsionofithatdaiverakdéneea eeksianl o f
of any deliverable described ihi$ subsection is approved by the Department, all
requirements, milestones and other deliverables contained within that deliverable shall
be considered to be requirements, milestones and deliverables of this Contract.

5.1.6.7.1 Any deliverable described as an updateanother deliverablés considered a
version of the original deliverable for the purposes of this subsection.

51.7 Stated Deliverables and Performance Standards

5.1.7.1  Any section within this Statement of Work headed with or including the term
"DELIVERABLE" or "PERFORMANCE STANDARD" is intended to highlight a
deliverable or performance standard contained in this Statement of Work and provide
a clear due date for deliverables. The sections with these headings are not intended to
expand or limit the requirements oesponsibilities related to any deliverable or
performance standard.
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5.1.8 Communication Requirements

5.1.8.1  Communication with the Department

5.18.1.1

5.1.8.1.2

5.1.8.1.21

5.1.8.1.2.2

5.1.8.1.2.3

5.1.8.1.3

5.1.8.131
5.1.8.1.3.2
5.1.8.1.3.3

5.1.8.1.34

5.1.8.1.34.1

5.1.8.1.35

The Contractor shall enable all Contractor staff to exchange documents and
electronic files with the Department staff in rfoats compatible with the
Department ds systems. The Department c
and/or Microsoft Office 365 for PC. If the Contractor uses a compatible program

that is not the system used by the Department, then the Contractor shaltbasu

all documents or files delivered to the Department are completely transferrable and
revi ewabl e, without error, on the Depar

The Contractor shall provide the Department with a listing of the following
individuals within the Contracto6 s or gani zation, that inc
and email addresses:

An individual who is authorized to speak on the record regarding the work, the
Contract or any issues that arise that are related to the work.

An individual who is responsible for awebsite or marketing related to the
work.

Backup communication staff that can respond in the event that the other
individuals listed are unavailable.

The Department will use a transmittal process to provide the Contractor with
official direction within the scope of the Contracthe Contractor shall comply
with all direction containedithin a completed transmittator a transmittal to be
considered complete, it must include, at a minimum, all of the following:

The date the transmittal will be effective.
Direction to the Contractor regarding performance under the Contract.

A due date or timeline by which the Contractor shall comply with the direction
contained in the transmittal.

The signature of the Department employee who has been designated to sign
trarsmittals.

The Department will provide the Contractor with the name of the person it
has designated to sign transmittals on behalf of the Department, who will be
theDepart ment 6 s prhei Degartment ik aso grovelesthe
Contractor with a lisbf backups who may sign a transmittal on behalf of the
Department if the pmary designee is unavailabl&éhe Department may
change any of its designees from time to time by providing notice to the
Contractor through a transmittal.

The Department mageliver a completed transmittal to the Contractor in hard
copy, as a scanned attachment to an email or through a dedicated communication
system, if such a system is available.
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5.1.8.1.3.6 If a transmittal is delivered through a dedicated communication system or other
electronic system, then the Department may use an electronic signature to sign
that transmittal.

5.1.8.1.3.7 If the Contractor receives conflicting transmittals, the Contractor shall contact
the Departmentos primary designeee, oOfr
is unavailable, to obtain directionf the Department does not provide direction
otherwise, then the transmittal with the latest effective date shall control.

5.1.8.1.3.8 In the event that the Contractor receives direction from the Department outside
ofthetransntit al process, it shall contact tF
backup designees if the primary designee is unavailable, and have the
Department confirm that direction through a transmittal prior to complying with
that direction.

5.1.8.1.3.9 Transmittals may ndie used in place of an amendment, and may not, under any
circumstances be used to modify the term of the Contract oraangensation
under the ContractTransmittals are not intended to be the sole means of
communication between the Department and theér@cior, and the Department
may provide dayio-day communication to the Contractor without using a
transmittal.

5.1.8.1.3.10 The Contractor shall retain all transmittals for reference and shall provide copies
of any received transmittals upon request by the Department.

5.18.2 Communication with Providers and Other External Entities

5.1.8.2.1 The Contractor shall maintain consistent communication, both proactive and
responsive, with Network Providers and others partners, and promote
communication among Network Providers.

5.1.8.2.2 The Contractoshall create, document, amdplementa Communication Plan that
specifies how the Contractavill maintain necessary communication with all
Network Providers and partners imet broader Health Neighborhoodhe
CommunicatiorPlanshall include:

5.1.8.2.2.1 A descripton of the purpose and frequency of communications with Network
Providers and other partners.

5.1.8.2.2.2 The communication methods the Contractor plans to use. Communication
methods may consist of written communicationspénson meetings, ora
one support, eleanic communication and any other method the Contractor
deems appropriate.

5.1.8.2.2.3 A contingency plan with specific means of immediate communication with
Membes and a method for accelerating the internal approval and
communication process to address urgent comeations or crisis situations.

5.1.8.2.24 A general plan for how the Contractor will address communication deficiencies
or crisis situations, including how the Contractor will increase staff, contact
hours or other steps the Contractor will take if existing commuaicatethods
for Membes or providers are insufficient.
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5.1.8.2.3 The Contractor shall deliver the Communication Plan to the Department for review
and integrate suggested changes into the final plan.

5.1.8.24 Once the Communication Plan is approved by the Department, thea€@onshall
implement the Plan.

5.1.8.24.1 DELIVERABLE: Communication Plan
5.1.8.2.4.2 DUE: Within ten (10) business days after Eftective Date

5.1.8.2.4.3 The Contractor shall review its Communication Plan on an annual basis and
determine if any changes are required to account foclaaryges in the work, in
t he Department ds pr ocess eosr 6asn dp rporcoecsesdeus
proceduresThe Contractor shall submit an Annual Communication Plan Update
that contains all changes from the most recently approved prior Communication
Plan, Annual Communication Plan Update or Interim Communication Plan
Update or shall note that there were no changes.

5.1.8.2.4.4 DELIVERABLE: Annual Communication Plan Update
5.1.8.2.45 DUE: Annually, by Jly 31stof each year

5.1.8.2.4.6 The Department may request a change to the Gorimation Plan at any time
to account for any changes in the wor
procedures or in the Contractorés proc
communication related deficienciedetermined by the Departmenthe
Contracbr shall modify the Communication Plan as directed by the Department
and submit an Interim Communication Plan Update containing all changes
directed by the Department.

5.1.8.2.4.7 DELIVERABLE: Interim Communication Plan Update

5.1.8.2.4.8 DUE: Within ten (10) Business Days follavg the receipt of the request from
the Department, unless the Department allows for a longer time in writing

5.1.8.2.4.9 The Contractor shall not engage in any noatine communication with any
Member any provider, the media or the public without the prior writtensent
of the Department.

5.1.9  Business Continuity

5.1.9.1  The Contractor shall create a Business Continuity Plan that the Contractor will follow
in order to continue operations after a disast a business interruptiofhe Business
Continuity Plan shall includdaut is not limited to, all of the following:

5.1.9.1.1 How the Contractor will replace staff that has been lost or become unavailable to
avoid a business interruption so that the work is performed in accordance with the
Contract.

5.1.9.1.2 How the Contractor will backp allinformation necessary to continue performing
the work, so that no information is lost.

5.1.9.1.3 In the event of a disaster, the plan shall also include how the Contractor will make
all information available at its baalp facilities.
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5.19.14

5.1.9.15

5.1.9.1.6

5.1.9.1.7

5.1.9.2

5.1.9.2.1
5.1.9.2.2
5.1.9.3

5.1.9.3.1
5.1.9.3.2
5.1.9.4

How the Contractor will mininge the effects of any Business Interruptions on
Membes.

How the Contractor will communicate with the Department during the business
interruption and points of contact Wi
Department can contact in the event of aess interruption.

Planned longerm backup facilities out of which the Contractor can continue
operations after a disaster.

The time period it will take to transit
facilities to the backup facilities aftera disaster.

The Contractor shall deliver the Business Continuity Plan to the Department for review
and approval.

DELIVERABLE: Business Continuity Plan
DUE: Within ten (10) Businessdys after the Effective Date

The Contractor shall review its Businessn@ouity Plan at least annually and update
the plan as appropriate to account for
procedures or circumstanceghe Contractor shall submit an Updated Business
Continuity Plan that contains all changes from the trmesently approved prior
Business Continuity Plan or Updated Business Continuity Plan or shall note that there
were no changes.

DELIVERABLE: Updated Business Continuity Plan
DUE: Annually, byJuly 31 of each year.

In the event of any business interruption, the Contractor shall implement and comply
with its most recently approved Business Continuity Plan or Updated Business
Continuity Plan immediately after the Contractor becomes aware of the business
interruption.

5.1.10 Federal Financial Participation Related Intellectual Property Ownership

5.1.10.1

In addition to the intellectual property ownership rights in the Contract, the following
subsections describe the intellectual property ownership requirements that the
Contractor shalimeet during the term of the Contract in relation to federal financial
participation.
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5.1.10.2

5.1.10.2.1

5.1.10.2.2

5.1.10.2.3
5.1.10.2.4
5.1.10.2.5
5.1.10.2.6

To facilitate obtaining the desired amount of federal financial participation under 42
C.F.R. 8433.112, the Department shall have all ownership rights, not superseded by
other licensing restrictions, in all materials, programs, procedures, etc., designed,
purchased, or developed by the Contractor and funded by the Department. The
Contractor shall use contract funds to develop all necessary materials, programs,
products, pocedures, etc., and data and software to fulfill its obligations under the
Contract. Department funding used in the development of these materials, programs,
procedures, etc. shall be documented by the Contractor. The Department shall have all
ownership ights in data and software, or modifications thereof and associated
documentation and procedures designed and developed to produce any systems,
programs reports and documentation and all other work products or duswreated

under the ContraciThe Depament shall have these ownership rights, regardless of
whether the work product was developed by the Contractor or any Subcontractor for
work product created in the performance of this Contract. The Department reserves,
on behalf of itself, the Federal partment of Health and Human Services and its
contractors, a royaltfree, norexclusive and irrevocable license to produce, publish

or otherwise use such software, modifications, documentation and procedures. Such
data and software includes, but is naotited to, the following:

All computer software and programs, which have been designed or developed for
the Department, or acquired by the Contractor on behalf of the Department, which
are used in performance of the Contract.

All internal system software dnprograms developed by the Contractor or
subcontractor, including all source codes, which result from the performance of the
Contract; excluding commercial software packages purchased under the
Contractords own | icense.

All necessary data files.
User andbperation manuals and other documentation.
System and program documentation in the form specified by the Department.

Training materials developed for Department staff, agents or designated
representatives in the operation and maintenance of this software.

5.1.11 Performance Reviews

5.1.11.1

5.1.11.2

5.1.11.3

The Department may conduct performance reviews or evaluations of the Contractor
in relation to the work performed under the Contract.

The Department may work with the Contractor in the completion of any performance
reviews or evaluatia or the Department may complete any or all performance
reviews or evaluations independently, at the Department's sole discretion.

The Contractor shall provide all information necessary for the Department to complete
all performance reviews or evaluatioas, determined by the Departmempon the
Department's requesthe Contractor shall provide this information regardless of
whether the Department decides to work with the Contractor on any aspect of the
performance review or evaluation.
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5.1.11.4 The Department nyaconduct these performance reviews or evaluations at any point
during the term of the Contract, or after termination of the Contract for any reason.

5.1.11.5 The Department may make the results of any performance reviews or evaluations
available to the public, anay publicly post the results of any performance reviews or
evaluations.

5.1.12 Renewal Options and Extensions

5.1.12.1 The Department may, within its sole discretion, choose to not exercise any renewal
optionin the Contract for any reasolfi.the Department chooses totnexercise an
option, it may reprocure the performance of the work in its sole discretion.

5.1.12.2 The parties may amend the Contract to extend beyewen(7) years, in accordance
with the Colorado Procurement Code and its implementing nfilédse Departmet
determines the extension is necessary to align the Contract with other Department
contracts, to address state or federal programmatic or policy changes related to the
Contract or to provide sufficient time to transition the work.

5.1.12.2.1 In the event that the ditract is extended beyorskven(7) years, the annual
maximum compensation for the Contract in any of those additional years shall not
exceed the Contract maximum amount for the prior State Fiscal Year (SFY) plus
the annual percent increase in the Consupnige Index for All Urban Consumers
(CPLU) for the DenveBoulderGreeley metropolitan area for the calendarryea
ending during that prior SFYf.the CPIU for DenverBoulderGreeley is for some
reason not available as specified in this subsectiorinthiease shall be equal to
the percent increase in the @PKU.S.) for the same period.

5.1.12.2.2  The limitation on the annual maximum cpemsation in section 5.1.12.zHall not
include increases made specifically as compensation for additional work added to
the Contract.

5.1.13 Department System Access

5.1.13.1 Inthe event that the Contractor requires access to any Department computer system to
complete the work, the Contractor shall have and maintain all hardware, software and
interfaces necessary to access the systenowtittequiring any modification to the
Departmentés system. The Contractor shal’
and procedures necessary to gain access t

5.2 PERSONNEL

5.2.1  The Contractor shall possess the organizational ress@and commitment necessary to
perform the work and successfully implement and operate the program in the awarded
Region. Specifically, th€ontractorshall:

52.1.1 Have a defined organizational structure with clear lines of responsibility, authority,
communcation and coordination throughout the organization.

5.2.1.2 Have a physical officeocated in the awarded Region.

5.2.2  The Contractor shall provide qualified Key Personpehted in Colorad@and Other
Personnel as necessary to perform the work throughout the téine ©bntract.
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5221

5.2.2.2

5.2.3

524

5.2.5

5.2.6

5.2.7

5.2.8

The Contractor shall provide the Department with a final list of individuals assigned
to the Contract.

The Contractor shal/l update this |ist ur
changes in the individuals assigned to the Contract.

The Contractor shall provide the Department with an Organizational Chart listing all
positions within the Contractorés organi z
of any activity related to the Contract, their hierarchy and reporting structurd@nd t
names of the individuals fulfilling each j
effective date. The organizational chart shall contain accurate atwddape telephone

numbers and email addresses for each individual listed.

The Contractorshall obtain written approval from the Department for individuals
proposed for assignmentkay Personnel positions prior to those individuals beginning
the performance of any work under the Contract.

The Contractor shall not voluntarily change indivathuin Key Personnel positions
without the prior written approval of the Department. The Contractor shall supply the
Department with the name(s), resume and references for any proposed replacement
whenever there is a changeKkey PersonnelAny individual replacingkey Personnel

shall have qualifications that are equivalent to or exceed the qualifications of the
individual that previously held the position, unless otherwise approved, in writing, by
the Department.

In the event that any inddual filling a Key Personnel position leaves employment with

the Contractor, the Contractor shall propose a replane person to the Department.

The replacement person shall have qualifications that are equivalent to or exceed the
gualifications of theindividual that previously held the position, unless otherwise
approved, in writing, by the Departmeifibe Contractor shall submit a resume and the

Key Personnel Approval Form for the Cont
Department shall provideédback on the candidate witliive (5) business days tfie
Contractordéds submission of the required i

Key personnel may be temporarily replaced due to sickness, family emergencies, or other
kinds of approved leave. In such cases, the Depattshai be notified of the individual
that will be filling in for the employee.

The Contractor shall appoint any nédey Personnel only after a candidate has been
approved by the Department to fill a vacancy.
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5.2.9 If any of the Contractor's Key Personnel, or Other Personnel, are required to have and
maintain any professional licensure or certification issued by any federal, state or local
government agency, then the Contractor shall submit copies of such curresediead
certifications to the Department.

5.2.10 The Contractor shall ensure thaich Key Personnel positioris filled by separate and
distinct individuals. No individual shall be allowed to fulfill multipkey Personnel
positions simultaneously.

5.2.11 Personnel Avalability
5.2.11.1 The Contractor shall ensure Key Personnel and Other Personnel assigned to the

Contract are available for meetings witdhth
normal business hourss @etermined by the Departmeiihe Contractor shall also
makete se personnel available outside of the
on weekends with prior notice from the Department.

52112 The Contractoros Key Personnel and Ot he

regularly scheduled meetings between the Coturamd the Department, unleget
Department has granted prieritten approval.

5.2.11.3 The Contractor shall ensure that the Key Personnel and Other Personnel attending all
meetings between the Department and the Contractor have the authority to represent
and canmit the Contractor regarding work planning, problem resolution and program
development.

52114 At the Departmentoés direction, the Contr :
Personnel available to attend meetings as subject matter experssakeéholdexr both
within the $ate government and with external or private stakeholders.

52115 Al | of the Contractordés Key Personnel an
with the Department or other Department stakeholders shall be physically present at
the locatim of the meeting, unless the Department gives prior, written permission to
attend bytelephone or video conferende. the event that the Contractor has any
personnel attend by telephone or video conference, the Contractor shall provide all
additional equpment necessary for attendance, including any virtual meeting space or
telephone conference lines.

5.2.11.6 The Contractor shall respond to all telephone calls, voicemails and emails from the
Department within one (1) Business Day of receipt by the Contractor.

5.2.12 Key Personnel

5.2.12.1 The Contractor shall designatalividuals based in Colorado hold the following
Key Personnel positions:

5.2.12.1.1  ProgramOfficer i 1.0 FTE The ProgranOfficer shall be a senior management
position responsible for the following:

5.2.12.1.1.1 Serve as the Contract 6 s pri mary poi nt of cont ac:
Contractperformance. The Progra@fficer shall work out of theioffice within
the contracted region.
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5.2.12.1.1.2 Be acountable forll otherKey Personnel and other personnel and engur
appropriate staffingelvels throughout the term of the Contract.

5.212.1.1.3 Monitor all phases of the project in accordance with work plans or timelines or
as determined between the Contractor and the Department.

5.2121.1.4 Ensur e t he compl etion of al |l wor k [
requirenents. This includes, but is not limited to, ensuring the accuracy,
timeliness and completeness of all work.

5.2.12.1.1.5 Participate in Departmeted meetings to discuss the progress and direction of
the Program.

5.2.12.1.2 The Program Officer shall have the following qualifioat:

5.2.12.1.21 Experience designing and/or administering health progrardsdameloping
health care policy.

5.2.12.1.2.2 Experience managing projects or contracts of similar scope and size

5.2.12.1.2.3 Knowledge of and experience with health care delivery system reforms and
Medicaid programs, including federal and state regulations.

5.2.12.1.3 Chief Financial Officer (CFO) 1.0 FTE The CFO shall be a senior management
position accountable for the administratiinancial, and risk management
operations of the organization, to include the development of a financial and
operational strategy, metrics tied to that strategy, and the ongoing development and
monitoring of control systems designed to preserve compasstsaand report
accurate financial information

5.212.1.3.1 The CFO shall be responsible for the following:

5.2.12.1.3.1.1 Effective implementation and oversight of the budget, accounting systems,
financial and risk management operations for the organization, development
of financial management strategy, including robust monitoring and reporting

5.212.1.3.1.2 Ensuring financial compliance with federal and state laws and the
requirements

5.2.12.1.3.2 The CFO shalhavethe following qualifications:
5.2.12.1.3.2.1 Masterds degree in accounting or busi

5.212.1.3.2.2 Experience and demonstrated success in managed health care, accounting
systems and financial operations.

5.2.12.1.4  Chief Clinical Officer (CCO) 1.0 FTE The CCOshall be a senior management
position responsible for defining the overall clinical vision for thgaaization and
providing clinical direction to network management, quality improvement,
utilization management and credentialing divisions. The position provides medical
oversight, expertise and leadership to ensure the delivery of coordinated, cost
effecive services and supports for Members. The position also participates in
strategy development and the design and implementation of innovative clinical
programs and interventions with the Health Neighborhood and Community.

5.2.12.1.4.1 The CCO shall have the followirgualifications:
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5.21214.1.1
5.212.1.4.1.2

5.2.12.1.4.1.3

Be a physician licensed and registered in any.state

Have a minimum of five (5) yearsodé exp
with Medicaid programs spanning both physical and behavioral health.

Have knowledge and experience with healtinecdelivery system reform,
addressing the social determinants of health and establishing coverage
policies based on evidenbased practices.

5.2.12.1.5 Quality Improvement Directdr 1.0 FTE The Quality Improvement Director shall
be a management level position @actable for development and implementation
of quality improvement programs, all aspects of measuring and assessing program
outcomes; directing and coordinating all quality improvement activities; ensuring
alignment with federal and state guidelines; agttirgy internal performance goals
and objectives

5.2.12.1.5.1 The Quality ImprovemerDirector shall have the following qualifications:

5.212.151.1

5.212.15.1.2

5.2.12.15.1.3
5.212.15.13.1

5.2.12.1.5.1.3.2

5.2.12.1.5.1.3.3

Mi ni mum of a bachel orés degree in nur
field. Masteros | evel preferred.

Minimum of five (5)years of professional experience in healthcare quality
improvement.

Knowledge and Experience in the following areas:

Accreditation standards, including National Committee on Quality
Accreditation (NCQA)

Outcomes and performance measurement, includindplSlEand
HEDIS-like behavioral health measures

Compliance and regulation enforcement

5.2.12.1.6  Health Information Technolog{HIT) and DateDirectori 1.0. FTE

5.212.16.1

5.2.12.1.6.2

5.212.1.6.2.1
5.2.12.1.6.2.2
5.2.12.1.6.2.3
5.2.12.1.6.2.4
5.2.12.1.6.2.5
5.2.12.1.6.2.6

The HIT and DataDirector shall be responsible fdeacilitating data sharing
among the Contractor, thetate, and Network Providersgnsuring the
implementation and operation of technological tools required to perform the
Work; identifying opportunities to reduce redundancy in workflows and data
systems;and assisting Network Providers to maximize the afsEHRs and
Health Information Exchange.

The HIT and Data Director shahdbe devel
accountable fooperations related to thieceipt and processing of:

Client enrolliment spans

Capitation payments

Encounter data

Healthneeds survey information
Admissim, discharge, and transfer data
BIDM data
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5.2.12.1.6.3 The HIT and Data Director shall hatree following qualifications:
5.2.12.1.6.3.1 Experience directing a healthformation technology program

5.2.12.1.6.3.2 Experiencesupporting health cagractices.
5.2.12.1.6.3.3 Expertise irhealth datanalytics

5.212.1.7

Utilization ManagemenbDirectori 1.0 FTE

5.212.1.7.1 The Utilization ManagemenbDirector shall beresponsible for leading and

developing theutilization managemenprogramand managing the medical
review and authorization procesghe Utilization Management Directahall
oversee the medical appropriateness and necessity of services provided to
Members as well as analyze and monitor utilization trends, identify problem
areas and recommend action plans for resolution.

5.2.12.1.7.2 The Utilization Management Director shall have the following qualifications:

5.212.1.7.2.1 Registered Nurse or equivalent health care professional with necessary
clinical experience and medl knowledge

5.212.1.7.2.2 Minimum of five yearscumulativeexperience in utilization management
and/or nanaged care

5.2.12.1.7.2.3 Knowledge of quality improvement, disease management, and case
management

5.2.13 Other Personnel Responsibilities

5.2.13.1

5.2.13.2

5.2.13.3

The Contractor shall use its discretion to determine the number of Other Personnel
necessary to perform the Work in accordance with the requirements of the Contract.

If the Department has determined that Contractor has not provided sufficient Other
Persomel to perform the Work in accordance with the requirements of the Contract,
the Contractor shall provide all additional Other Personnel necessary to perform the
Work in accordance with the requirements of the Contract at no additional cost to the
Departmat.

The Contractor shall ensure that all Other Personnel have sufficient training and
experience to complete all portions of the Work assigned to them. The Contractor shall
provide all necessary training to its Other Personnel, except for Depagnogitded
training specifically described in the Contract.

5.2.14 Subcontractors

5.2.14.1

5.2.14.2

5.2.14.3

5.2.14.4

The Contractor may subcontract to complete a portion or portions of the Work required
by the Contract.

The Contractor shall not subcontract more tfwaty percent 40%) of thetotal vale
of this contract.

The Contractor shall provide the organizational name of each Subcontractor and all
items to be worked on by each Subcontractor to the Department.

The Contractor shall obtain prior consent and written approval for any use of
Subcontrator(s).
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5.2.14.5 The Contractor shall ensure that all subcontracts are executed in accordance with 42
C.F.R. 8438.230.

5.2.15 Deliverables

5.2.15.1 DELIVERABLE: Final list of names of the individuals assigned to the Contract
5.2.15.1.1 DUE: Within five (5) Business Days following tlig#fective Date.

5.2.15.2 DELIVERABLE: Updated list of names of the individuals assigned to the Contract

5.2.15.2.1 DUE: Within five (5)BusinessDbays f ol |l owi ng the Departn
update

5.2.15.3 DELIVERABLE: Organizational Chart.
5.2.15.3.1 DUE: Thirty (30) daysafterthe Contrat 6 s Ef fecti ve Dat e.
5.2.15.4 DELIVERABLE: Updated Organizational Chart.

5.2.15.4.1  DUE: Within five (5) Business Days from any change in Key Personmiebim
t he Departmentds request for an updated

5.2.15.5 DELIVERABLE: Name($ for the person(s) replacing ame in a Key Personnel
position during a interim change

5.2.15.5.1 DUE: At least five (5) Business Days prior to the change in Key Personnel

5.2.15.6 DELIVERABLE: Name(s), resume(s), and Key Personnel Clearance Form for the
person(s) replacing anyone irkKay Personngbosition who leaves employment with
the Contractor

5.2156.1 DUE: Within ten (10) Busi neentficaivpagfa f ol |
potential replacement

5.2.15.7 DELIVERABLE: All current professional licensure and certification documentation
as specified foKey Personnebr other personnel

5.2.15.7.1 DUE: Within five (5) Business Days of receipt of updated licensunpan request
by the Department.

5.2.15.8 DELIVERABLE: Name of each Subcontractor and items on which each Subcontractor
will work

5.2.15.8.1 DUE: No later than thirty (30) dayprior to the Subcontractor beginning work or
the effective date

5.3 REGIONAL ACCOUNTABLE ENTITY

5.3.1 The Contractor shall be the single Regional Accountable Entity (RAE) responsible for
administering théccountable Care Collaborative Progranthin their region.

5.3.2  The Contractor shall perform all of the functions described in this Contract in compliance
with all pertinentstate andfederal statutes, regulations and rul@ee Program is
administered under a single 1915(b) waiver tirants tle Department the authority to
operate the ACC undéwo managed care authorities: Primary Care Case Management
Entity (PCCM Entity) and a Pxeaid Inpatient Health Plan (PIHP).
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5.3.2.1 The Contractor shalkhdministerthe two managed care authoritias one integtad
program.

5.4 MEMBER ENROLLMENT AN D ATTRIBUTION

5.4.1  All full benefit MedicaidClients will be mandatorily enrolled into thccountable Care
CollaborativeProgram, with the exception of individuals that choose the Program-of All
Inclusive Care for the Elderl\PACE).

5.4.2  The following individuals are ndull benefit Medicaid Clients and are therefore not
eligible for enroliment in th®rogram:

5.4.2.1  Qualified Medicare Beneficiary only (QMBnly)

5.4.2.2  Qualified Working Disabled Individuals (QWDI)

5.4.2.3  Qualified Individuals 1 (QI L

5.4.2.4  Special Low Income Medicare Beneficiaries (SLMB)

5.4.2.5 Undocumented immigrants

5.4.2.6  Allindividuals while determined presumptively eligible for Medicaid

5.4.3 The Contractor shall verify Medicaid igbility and enrollmentusing the Health
Insurance Portability and Accountability Act (HIPAA) 834 Benefit Enrollment and
Maintenance transaction generated from the Colorado interChange Qyd8). The
Colorado Medical Assistance Program Web Portal may also be used to vedifyale
eligibility and enrollment in theAccountable Care Collaborative Prograrmhe
Department is the final arbiter for all discrepancies between the various systems utilized
for verifying eligibility and enrollment.

5.4.3.1  The Contractor shall have systems dapaof receiving and processing the 834
transaction generated by the interChafid®I1S).

5.4.3.2  The Contractor shall ensure théétwork Roviders supply services only to eligible
Medicaid Members The Contractor shall make it the responsibility of Wetwork
Provider to verify that the individual receiving services covered under this Contract is
Medicaid eligible on the date of service, whether the Contractor or the Department is
responsible for reimbursement of the services provided, and whether the Contractor
has authorized a referral or made special arrangements with a provider, when
appropriate.

5.4.4  Enrollment into theProgramis effective on the same day thaMembeb s Medi cai d
eligibility notification is received in interChange fronthe Colorado Benefit
Management SystemOBMS).

5.45 Members shall be enrolled with the Contractor based orottaion of the PCMP
PracticeSite to which the Member is attributéel.g.,if a Member lives in Region 3, but
is attributed to a PCMPractice Siten Region 5, the Member will be enrolled to the
Contractor in Region)5The PCMP attribution effective date will be the same as the
RAE enrollment date.
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5.4.6  Members shall be automatically-earolledwith thePCMP and RAE that was in effect
at thetime of their loss ofMedicaid eligibility if there is a loss of Medicaid eligibility of
two (2) months or less.

5.4.7  The Contractor shall not discriminate against individuals eligible to enroll in the Program
on the basis of race, colagthnic or national origin, aestry, age, sex, gender, sexual
orientation, gender identity and expression, religion, creed, political beliefs or disability
and shall not use any policy or practice that has the effect of discriminating on the basis
of race, colorethnic or national agin, ancestry, age, sex, gender, sexual orientation,
gender identity and expression, religion, creed, political beliefs or disabilitg
Contractor shall not discriminate against individuals eligible to enroll in the Program on
the basis of Member hehlstatus or need for health care services.

5.4.8  The Contractor shall accept all eligible Members that the Department enrolls in the order
in which they are enrolled without restriction. The Department will enroll Members
based on the following attribution prase

5.4.8.1 If a Member has previously chosen a PCMP withinRh@gram, that attribution is
retained and the Members will be enrolled into the RAE region where the PCMP
Practice Sites located.

5.4.8.2 If a Member has not selected a PCMP previously, the Departmentseithe system
assignment process outlineddppendixF Enroliment and Attributiono attribute the
Member to a PCMP. The Member will be enrolled into the RAE region where that
PCMPPractice Sites located.

5.48.2.1 On a quarterly basis, the Department will rewtbe attributions of Members who
were attributed using the system assignment process. If a stronger PCMP
relationship can be deter mined, using t
the Member will be reattributed.

5.4.8.3 Members will be formally notified otheir PCMP attribution and RAE enrollment
through the Departmentodés Enroll ment Br ok:

5.4.9 Memberanayselect a different PCMP at any time through the Enrollment Broker or the
interChangéMMIS) Member Portal.

5.4.9.1 The selection of a different PCMP may result imoiment to a different RAE.
Enroliment into a different RAE will be effective on the first day of the month
following the month when the selection was made.

5.4.9.2 The Contractor shall develop procedures to transition services in the event that a
Me mb e r 6mentaésrchrarmged from one RAE to a different RAE to ensure that the
Member 6s quality, quantity and timelines:

5.4.10 The Contractor shall receive and process an attribution list from the Department that
containsthetat r i buti on i nformation for all Me mb e
additions, deletions or changes to the existing PCMP selection records.
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5.4.10.1 The Contractor shall regularly compare this attribution list with Member claims
activity to ensureaccurateMember attribution. The Contractor shall follow up with
Members who are seeking care from primary care providers other than the attributed
PCMP to identify any barriers to accessihg PCMP and, if appropriate, to assist the
Member in changing the attribute®CMP.

5.4.10.2 The Contractor shall regularly identifyrsingfacility and Regional Center Members

to

facilities and Regional Centers as necessary to ensure appropriate Member attribution

ensure accurate Member attributiorhe Contractor shall work witmursing

and, when needed, assist Members in choosing a PCMP.

5.4.11 The

Departmet has provided an estimate thie number of Members that would be

enrolled in each RAE, based on PCMP panel size and region loaati@inOctober 1,
2016 Additional enroliment estimate flormation can be found in Appendix ®RAE
Map and Enrollment Estimate.

Number Of Current
PCMPs in Each Region

Projected Enrollment
(using expanded ACC

(based on county where ™ i iiivy criteria)

provider is located)

1 140 198,140

2 43 92,378

3 105 314,711
4 90 132,828
5 69 210,673
6 85 149,942
7 78 188,235
Total 610 1,286,907

5.5 MEMBER ENGAGEMENT
5.5.1 Person and Family-Centered Approach

5.5.1.1  The Contractor shalactively engage Members in théhealth and welbeing by
demonstrating the following:

55111

55.1.1.2
5.5.1.1.3

Responsiveness to Member and faséyegivemeeds, including communication
and cultural preferences

Utilization of various tools to communicate clearly and concisely

Proactive education promoting the effective utilization of Medicaid benefits and
the he#th care system
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55114 Promotion of health and wellness, particularly preventive and healthy behasiors
outlined ininitiativessucha€ ol oradob6s 10 Winnabl e Batt]
of Health

5.5.1.2 The Contractor shall aligMember engagement activitiegi t h t he Depart
person andfamily-centeredapproach that respects and values individual preferences,
strengths, and contributions.

5.5.1.3  The Contractor shall be aware of the work being done and recommendations made by
t he Depar t nedFandyCenerdnsse Advisory Couneailhich consists
of Medicaid and CHP<€lients, family members and/or caretakers.

5.5.2  Cultural Responsiveness

5.5.2.1 The Contractor shall provide and facilitate the delivery of services in a culturally
responsive manner to all Members;luding those with limited English proficiency
and diverse cultural and ethnic backgrounds, disabilities, and regardless of gender,
sexual orientation or gender identity in compliance with 42RC § 438.206(c)(2).

5.5.2.2  The Contractor shall develop dodprovide cultural competency training programs,
as needed, thletworkProviders and Contractor staff regarding:

55221 Health care attitudes, values, customs and beliefs that affect access to and benefit
from health care services.

5.5.2.2.2 The medical risks associated with¢ Me mber popul ationds r
socioeconomic conditions.

5.5.2.3  The Contractor shall identify Members whose cultural norms and practices may affect
their access to health care. These efforts shall include, but are not limibegities
conducted bythe Contractor of the language proficiency of Members during the
Member 6s ori entat i o Netvork Ravidersl e bei ng ser v

5.5.2.4  The Contractoshallprovide all information for Members in a manner and format that
may be easily understood and is readdgessible by Members.

55.24.1 Readily accessible is defined as electronic information and semhaesomply
with modern accessibility standards, suchSastion 508of the Americans with
Disabilites Act Section 504 of the Rehatentl i tat.i
Accessibility Guidelines (WCAG) 2.0 AA and Successor versions.

5.5.2.5 Language Assistance Services

5.5.25.1 TheContractor shall provide language assistance seragdsscribed in 42.ER.
8 438.1Q including bilingual staff and interpreter services, at no cost to any
Member. Language assistance shall be provided at all points of contact, in a timely
manner and during all hours of operation.

5.5.25.2 The Contractor shall make oral interpretation availabldl languages and written
translation available in each prevalent +iemglish language.

55.25.21 The Contractor shall assure the competence of language assistance provided by
interpreters and bilingual staff.
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55.25.2.2 The Contractor shall not use family and friendsrtwvjgle interpretation services
except by request of the Member.

55.25.23 The Contractor shall provide interpreter services for all interactions with
Members when there is no Contractor staff person available who speaks a
language understood by a Member.

5.5.25.3 The Contrator shall notify Members verbally and through written notices
regarding the Membero6s right to receive
as well as how to access the following language assistance services:

5.5.2531 Oral interpretation for any languagerd interpretation requirements apply to
all nonEnglish languages, not just those thatdtiage identifies as prevalent.

5.5.25.3.2 Written translation in prevalent languages

5.5.2.5.3.3 Auxiliary aids and services for Members with disabilities.

55.254 Language assistance servicesllsirclude the use of auxiliary aids such as
TTY/TDY and American Sign Language.

55.255 Customer service telephone functions must easily access interpreter or bilingual
services.

5526 Written Materials for Members

55.26.1 The Contractor shall ensure that all written matsriatreates for distribution to
any Member meets all noticing requirements of 2K §92.

55.2.6.2 The Contractor shall ensure that all written materials it creates for distribution to
any Member shall be culturally and linguistically appropriate to the edipi

5.5.2.6.3 The Contractor shall write all materials in English and Spanish, or any other
prevalent language, as directed by the Department or as requireCty.R28438
and 42 CF.R. §92

5.5.2.64 The Contractor shall notify all Members and potential Members aivhgability
of alternate formats for the information, as required by 42RC8§ 438.10and 42
C.F.R. 892.8 and how to access such information.

5.5.2.6.4.1 The Contractor shalpost Taglhes in at least the tofifteen (15) languages
spoken by individuals with lined English proficiency in Colorado in
significant publications and significant communications targeted to Members
and members of the public, except significant publications and significant
communications that are smalked, such as postcards anefatd brochures.

5.5.2.6.4.2 The Contractor shall post Taglines in at least the top two (2) languages spoken
by individuals with I imited English pr
conspicuouslyvisible font size, in significant publications and significant
communications that are smaillzed, such as postcards anefafd brochures.

5.5.2.6.5 The Contractor shall write all materials in easy to understand language and shall
comply with all applicable requirements of @F.R. §438.10.
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5.5.2.65.1 The Contractor shall write allublished information provided to Members, to
the extent possible, at the sixth (6th) grade level, unless otherwise directed by
the Department.

5.5.2.6.5.2 The Contractor shall publish all written materials provided to Members using a
font size no smaller than twely&2) point.

5.5.2.6.6 The Contractor shall translate all written information into other-Biglish
| anguages prevalent in the Contractoros

5.5.2.6.7 The Contractoshall ensure that itsritten materials for Membemreavailable in
alternative formats and throughet provision of auxiliary aids and services in an
appropriate manner that takes into consideration the special needs of Members with
disabilities, Members who are visually impaired and Members who have limited
reading proficiency.

5.5.2.6.8 The Contractoshall esure that & written materials for Members include a large
print (no smaller than 18 point font siZEagline and information on how to request
auxiliary aids and services, including the provision of materials in alternative
formats and the tofiree andT TY/ TDY t el ephone number o]
Member service unit.

55.2.6.9 The Contractor shall ensure that all written materials for Members have been tested
by Member representatives.

553 Member Communication

5.5.3.1  The Contractor shall maintain, staff, and publish the numbex tidt-free telephone
line that Members may call regarding customer servicgape Coordinatiomssues.

5.5.3.2 The Contractor shall assist any Member who contacts the Contractor, including
Membersnot i n the Contractords region who n
PCMP and/or RAE. The Department will provide data to the Contractor on all
Members for this purpose.

5.5.3.3  General Member Information Requirements

5.5.3.3.1 The Contractor shall collaborate withetDepartment in developing electronic and
written materials for distribution to newly enrolled and existing Members
accordance with 42 ER. § 438.10that must include, at a minimum, all of the
following:

55.33.1.1 Co nt r aingte wli-fiees customer sendcphone number

5.5.3.3.1.2 Cont r &wmail addréss

5.5.3.3.1.3 Cont r aebsite address w

553314 State relay informatian

5.5.3.3.15 The basic features of the RAHGysandmanage

PIHP.
5.5.3.3.1.6 Which populations are subject to mandatory enrolimeottive Program.
5.5.3.3.1.7 Theservice area covered by the Contractor
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5.5.3.3.1.8 Medicaid benefits, includingState Plan benefits artthosein the Capitated
Behavioral Health Benefit

5.5.3.3.1.9 Any restrictions on the Member o6s. freed
5.5.3.3.1.10 A directory of Network Providers

5.5.3.3.1.11 The requirement for the Contractor to provide adequate access to behavioral
health services included in ti@apitated Behavioral Health Benefihcluding
the network adequacy standards

5.5.3.3.1.12 The Contractords responsibi.lities for

5.5.3.3.1.13 Information about where and how to obtain counseling and referral services that
the Contractor does not cover because of moral or religious objections

5.5.3.3.1.14 To the extent possible, quality and performance indicators for the Contractor,
includingMembersatisfaction

5.5.3.4  Notice of Privacy Practices

5.5.34.1 Upon initial enrollment, and annually thereafter, the Contractor shall distribute to
each Member a copy of the notice of privacy practices. The notice shall comply
with 45 CF.R. § 164.520.

5.5.3.5 Member Rights

5.5.35.1 The Contractor shal/l have written polic
treated with respect and due consideration for his or her dignity and privacy.

5.5.3.5.2 The Contractor shall provide information to Members regarding their Member
Rightsas stated id2 CF.R. § 438.100that includes, but is not limited to:

5.5.35.2.1 The right to be treated with respect and due consideration for their dignity and

privacy.

5.5.3.5.2.2 The right to receive information on available treatment options and alternatives,
presented in a manner appropriate to
understand.

5.5.3.5.2.3 The right to participate in decisions regarding their health care, including the
right to refuse treatment.

5.5.35.24 The right to be free from any form of restraint or seclusion used as a means of
coercion, discipline, convenience or retaliation.

5.5.3.5.25 The right to request and receive a copy of their medical records and request that
they be amended oorected.

5.5.3.5.2.6 The right to obtain available and accessible services under the Contract.

5.5.3.5.2.7 Freely exercise his or her rights with the Contractor or its providers treating the

Member adversely.

5.5.35.3 The Contractor shall post and distribute Member rights to individiradkiding
but not limited to:

553531 Members.
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5.5.3.5.3.2 Member 6s families.
5.5.3.5.3.3 Providers.

5.5.3.5.34 Case workers.

5.5.3.5.35 Stakeholders.

5.5.354 The Contractor shal/l have written polic
receive information on available treatment options and alternativegnbeel in a
manner appropriate to the Memberdés cond

5.5.3.6 Member Handbook

5.5.3.6.1 The Contractor shall collaborate with the Department to create a Member
Handbook for distribution to newly enrolled and existing Memberstieats the
requirements of 42 &.R. §438.100 andnust include, at a minimum, all of the

following:

5.5.3.6.1.1 Information that enables the Member to understand how to effectively use the
Program.

5.5.3.6.1.2 The amount, duration, and scope of benefits available under the contracts in
sufficient detail to ensure that Member understands the benefits to which they
are entitled.

5.5.3.6.1.3 Procedures for obtaining benefits, including authorization requirements.

5.5.3.6.1.4 Extent to which, and how, M-®fmbétworkd s may
providers.

5.5.3.6.1.5 Extent b which, and how, after hours and emergency coverage are provided.

This information must include at least the following:

5.5.3.6.1.5.1 An explanation that an emergency medical condition means a medical
condition manifesting itself by acute symptoms of sufficient seyerit
(including severe pain) that a prudent layperson, who possesses an average
knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to place the health of the individual (or with
respect to a pregnant womare thealth of the woman or her unborn child)
in serious jeopardy, result in serious impairment to bodily functions, or cause
serious dysfunction of any bodily organ or part.

5.5.3.6.1.5.2 An explanation that emergency services means covered inpatient and
outpatient servies that are furnished by a provider that is qualified to furnish
these services under Colorablledicaidand needed to evaluate or stabilize
an emergency medical condition.
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5.5.3.6.1.5.3

5.5.3.6.1.54
5.5.3.6.1.5.5

5.5.3.6.1.5.6

5.5.3.6.1.5.7

5.5.3.6.1.6

5.5.3.6.1.7

An explanation that posttabilization care services means covered services,
relatedto an emergency medical condition that are provided after a Member
Is stabilized in order to maintain the stabilized condition or to improve or
resolve the Member s
request for prapproval within one (1 hour, the Contractor cannot be
Contractor os

contacted, or t he

cannot reach an agreement

condi ti

CareEntity physician is not available for consultation.

on

The fact that prior autirization is not required for emergency services.

when t

repr e

C camageelr ni ng

The process and procedures for obtaining emergency services, including use
of the 911telephone system or its local equivalent.

The locations of any emergency settings and other locations at which

providersand hospitals furnish emergency services and-gasilization

services covered under the contracts.

The fact that the Member has the right to use any hospital or other setting for

emergency care.

How and where to access any benefits that are available under the State Plan but
not covered under the Contract, including cost sharing and how transportation is

provided.

How to locate information and updates to the Colorado Prescription Drug List

(PDL) program.

55.3.7 Contractor Website

5.5.3.7.1

553711
5.5.3.7.1.2
5.5.3.7.1.3
5.53.7.14
5.5.3.7.15
5.5.3.7.1.6

5.5.3.7.1.7
5.5.3.7.1.8

The Contractor shall develop and maintain a customized and comprehensive

website that follows modern principles of optimizing user experience on mobile

and personal computer platforms and is navigable by low literacy, low &com

racially diverse popul ations.

The

to general customer service information that includes, but is not limited to:

Contractords contact
Member rights and handbooks.

Grievance and Appeal praderes and rights.
General functions of the Contractor.
Trainings.

nf or mat i

on.

Contr

Provider directories and contact information, including the names, locations,
telephone numbers, and nimglish languages spoken by current contracted
providers, as well as identificatioof providers that are not accepting new

Medicaid Members.
Access to care standards.
Health First Colorado Nurse Advice Line.
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5.5.3.7.2 The Contractor shal/l l'ink to the Depart.
such as Member rights and handbooks.

5.5.3.7.3 The Cantractor shall organize the website to allow for easy access of information
by Members, family members, providers, stakeholders and the general public in
compliance with the Americans with Disabilities Act (ADA).

55.3.74 The Contractor shall ensure that web matg are able to produce printgrendly
copies of the information.

5.5.3.8  Termination of Provider Agreement

55.3.8.1 Upon termination of a Network Provideragreement or participation with the
Contractor, for any reason, the Contractor shall notify any Member, who has
selected that Network Provider, of that
in 42 CF.R. §438.10(f)@).

5.5.3.9 Information on Grievance and Appeals Process

5.5.3.9.1 The Contractor shall provide information to MemberdsGirevance Appeals and
State Fair Hearing procedures and timelines (alevant andlescribed in Section
5.6). The description shall include at least the following:

5.5.3.9.1.1 AMe mber 6 s (Giiegahces ahdppedls. | e

5.5.3.9.1.2 The toltfree number théVlembercan use to file arievanceor Appeal by
phore.
5.5.3.9.1.3 Requirements and timeframes for filingsaievanceor Appeal

55.3.9.14 Availability of assistance for filing &rievance Appeal or StateFair Hearing.
5.5.3.9.1.5 A Membefs right to a State Fairddring.

55.3.9.1.6 The method for obtaining a State Fardtfing.

5.5.3.9.1.7 The rules thiagovern representation at the State Faiakhg.

5.5.3.9.1.8 The fact that benefits will continue, when requested by the Member, if the
Member files a timelyAppeal or State Fair ldaring requestf the action is
upheld the Member may be liable for the cost of angtowued benefits.

5.5.3.9.1.9 Any Appealrights thestate makes available to providers to challenge the failure
of the organization to cover a service.

5.5.3.10 Advance Directives

5.5.3.10.1 At the time of initial enroliment, the Contractor shall provide written information
to adult Memlers with respect to advance directives policies, and include:

5.5.3.10.1.1 A description of applicablgtate law.

5.5.3.10.1.2 The Contractordés advance directives pi
limitations the Contractor places on the implementation of advance direasives
a matter of conscience.
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5.5.3.10.1.3 Instructions that complaints concerning noncompliance with advance directives
requirements may be filed with the Colorado Department of Public Health and
Environment.

5.5.3.10.1.4 Notice that Members have the right to request and obtaimtbrsnation at least
once per year.

5.5.3.10.2 In the event of a change #ate law the Contractor shall reflect these changes to
its advance directives information no later than ninety (90) days after the effective
date of the change.

5.5.3.10.3 The Contractor shall mainta written policies and procedures on advance
directives for all adults receiving medical care by or through the Contractor.

5.5.3.10.4  The Contractor shall not condition the provision of care or otherwise discriminate
against an individual based on whether or r individual has executed an
advance directive.

5.5.3.10.5 The Contractor shall educate staff concerning its policies and procedures on
advance directives.

5.5.3.11 Other information

5.5.3.11.1 The Contractor shall provide other necessary information to Members and their
families, addetermined by the Department. This information shall include, but not
be limited tothe services provided by EPSDT and how to obtain additional
information.

55.3.12 Member Material Review Process

5.5.3.12.1 The Contractor shall submit all Member materials to the Departatdetist ten
(10) Business Days prior to the Contractor printing or disseminating such materials
to any Member, unless the Department approves a shorter submission deadline.

5.5.3.12.2 The Contractor shall ensure that all Member materials have Mermbertested
prior to submission to the Department.

5.5.3.12.3 For each Member material submitted for Department review, the Contractor shall
document the audience, purpose, delivery method, and frequency.

5.5.3.12.4 The Department may review any materials and reserves the right to regungesh
or redrafting of the document as the Department determines necessary to ensure
that the language is easy to understand that the document aligns with the
Department priorities and standardghe Contractor shall make any required
changes to the nexials.

5.5.3.12.,5 This submission requirement shall not applintdividualized correspondentieat
is directed towarch specificMember.

5.5.3.13 Electronic Distribution of Federally Required Information

5.5.3.13.1 In order toelectronicallydistributeinformationrequired by 42 G-.R. §438.10 to
Membersthe Contractomust meeall of the following conditions:
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5.5.3.13.1.1 The format is readily accessiblend complies with modern accessibility

standards such &gction 5080f the Americans with Disabilities Act,eStion
504 of the Rehabilitaton Ac t , and W3Cb6s Web content
(WCAG) 2.0 AA and successor versions.

5.5.3.13.1.2 The information is placed in a |l ocatio

is prominent and readily accessible

5.5.3.13.1.3 The information is provided in an electrorform which can be electronically

retained and printed

5.5.3.13.1.4 The information is consistent with the content and language requiremet#s of

C.F.R. 8438.10

5.5.3.13.1.5 The Member is informed that the information is available in paper form without

554
5.54.1

5542

5.54.3

5.54.4

5.5.4.5

5.5.4.6

5.5.4.7

5.5.4.8

5.54.9

charge upon request and the Contractor provides the information upon request
within five (5) Businesdays.

Marketing

The Contractor shall not engage in any Marketing Activitessdefined in 4Z.F.R.
§438.104, during the Staktp Period.

During the Contract phase, the Contractor may engage in Marketing Activities at its
discretion. The Contractor shall not distribute any marketing materials without the
Department 6s approval

The Contractor shall submit all materials relating to Marketing Activities to the
Department 6s desi gneeandisStae Medical Assistantee De p
and Services Advisory Council to review any materials the Contractor proposes to use

for Marketing Activities before distributinghe materials. Based on this review, the
Department may require changes to any materials before the Contractor may distribute
those materials, or may disallow the use of any specific materials in its sole discretion.

The Contractor shall specify methods of assuring the Department that Marketing,
including plans and materials, is accurate and does not mislead, confuse or defraud the
Members or the Department.

The Contractor shall distribute the materials to the entiraoRems defined by the
Contract.

The Contractor shall not seek to influence enrollment in conjunction with the sale or
offering of any private insurance.

The Contractor and any Subcontractors shall not, directly or indirectly, engage-in door
to-door, telepbne or other cold call marketing activities.

The Contractor shall not createarketing materialghat contain any assertion or
statement, whether written or oral, that the potential Member must enroll with the
Contractor to obtain benefits or not to losnéfits.

Marketing Materials shall not contain any assertion or statement, whether written or
oral, that the Contractor is endorsed by the Centers for Medicare and Medicaid
Services, théederal orstate government or similar entity.
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5.5.4.10 The Contractor shallrdy engage in Marketing Activities in compliance with federal
and state laws, regulations, policies and procedures.

5.5.5 Health Needs Survey

5.5.5.1  The Department hadevelopeda Health Needs Survey to be completedQbgnts
during enroliment to capture some basit mr mat i on about a Memb
needs. The Health Needs Survey is a brief set of questions capturing important and
time-sensitive health informatiorAppendix H Health Needs Survégythat shall be
used by the Contractor to inform Member outreach@aue Coordinatiomctivities.

5.5.5.2  The Contractor shall have the capability to process a daily data transfer from the
Department or its delegate containing responses to Member Health Needs Surveys.

55521 The Contractor shall review the Member responses to the Héaditis Survey on
a regularbasis to identify Members who may benefit from timely contact and
support from t he/lorREEmMber 6s PCMP and

5.5.6 Member Education of Medicaid Benefits

5.5.6.1 The Contractor shall actively participate in Department activities Neember
onbarding and engagement.

5.5.6.2 The Contractor shall collaborate with Healthy Commansitcontractors in the
Contractords Region for onbPBragracthHenlthy Me mb e |
Communities will have contracted responsibilities to onboard Members taciadi
and theProgramthrough outreach, navigation support of Medicaid benefits, and
education on preventive services, particularly services for children and families.

5.5.6.2.1 The Contractor shall establish Memorandums of Understanding (MOUs) with all
Healthy Commanitesc ont r act or s i n the Contractor6
of onboarding activities and sharing of Member information.

5.5.6.2.2 The Contractor shall be able to accept regular data transfers generated by the
Saleforce data platform used by Healthy Comntiesi to facilitate Care
Coordinationand other Member interventions.

5.5.6.2.3 The Contractor shall partner with Healthy Commigsitontractors to create an
annual Collaboration Plan that includes, but is not limited to, the following

information:
5.5.6.2.3.1 Designation of res and responsibilities for Member outreach, navigation, and
education activities.
5.5.6.2.3.2 Activities to maximize outreach to Members.
5.5.6.2.3.3 Processes to prevent duplication of onboarding activities.

5.5.6.24 The Contractor shall train Healthy Commugsicontractors about tiérogramand
t he Cont r aicternventidnsnd procesgeas.e

5.5.6.2.5 The Contractor shall refer Members and their families to Healthy Communities for
assistance with EPSDTinding Community resourceand navigating child and
family servuces.
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5.5.7
55.7.1

5.5.7.2

5.5.7.3

5.5.7.4

5.5.8
5.5.8.1

5.5.9
5.5.9.1
5.5.9.1.1
5.5.9.2

55921
5.5.9.3

5.5.93.1
5.5.94
55941

5.5.95

55951
5.5.9.6
5.5.96.1

Promotion of Member Health and Wellness

The Contractor shall develop programs and materials that complement Department
initiatives and other activities to assigiembes in effectively utilizing Medicaid
benefits and to suppdvtembes in becomingproactive participants in their health and
well-being.

The Contractor is encouraged to trial and evaluate different Member health promotion
and activation strategies, from higuch, personal interactions to technoldmsed
solutions.

The Contractor shlamonitor and sharlessons learnedt the Operational Learning
Collaborative

The Contractor shall collaborate with the Department on joint initiatives, as
appropriate.

Member Engagement Report

The Contractor shall submit a report to the Department every six (6) months describing
how the Contractor engaged Members a@dmmunity stakeholders in the
Accountable Care Collaborative a format determined by the Department

Deliverables

DELIVERABLE: Member EngagemeiReport
DUE: Every six(6) months

DELIVERABLES: ColoradoMedicaid Member Handbook section specific to the
Contractords Regi on.

DUE: Thirty (30) days from the Contract

DELIVERABLES: Updated Member Handbook sectioespi f i ¢ t o t he Co
Region whenever significant changes occur.

DUE: Thirty (30) days from when changes take effect.
DELIVERABLE: Network Directory

DUE: Five (5) days prior tthe Operational Start Date and monthly by the first day
of the month, unlesanextension is allowed by the Department.

DELIVERABLE: Updated Member materials including changes required by the
Department.

DUE: Thirty (30) days from the request by the Department to make a change
DELIVERABLE: Notice to Members of PCMP termination.
DUE: Fifteen (15) days from the notice of termination.
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5.6 GRIEVANCES AND APPEALS

5.6.1 In accordance with 42 C.F.R.438.400, he Contractosshall have aGrievance and
Appeal system to hand@rievances about any matter related to this Contract other than
an adverse benefit determination #&jpeals of an adverse benefit determinatoorihe
Capitated Behavioral Health Benefias well as mcesses to collect and track
information abouthem

5.6.2 The Contractor shalassist Members in following thBepartmend grocedures for
handlingAppeals of physical health adverse benefit determinations

5.6.3  The Contractor shall give Members assistance in completing forms and other procedural
steps in theGrievarce and Appealsprocess, includingbut not limited to providing
interpreter servicesaand tollfree numbers with a Teletypewriter/Telecommunications
Device for the Deaf (TTY/TDD) and interpreter capability.

5.6.4  The Contractor shall inform Network Providersiasubcontractors about:
5641 The Member 6s Appeapidcluding:o f i |l e an
56411 The requirements and timeframes for filing.

5.6.4.1.2 The availability of assistance with filing.

5.6.4.1.3 The tolHree number to file orally.

5642 The Memberds right to a ShtamtlkeecariRgpandtheHe ar i
representation rules at a hearing.

5643 The Member 6s right to requesAppeaorS@atent i nua
Fair Hearing filing, although th&embermay be liable for the cost of any continued
benefits if the adverse bditaletermination is upheld.

5.6.4.4  Any rights the Provider has tAppeal or otherwisechallenge the failure of the
Contractorto cover a service.

56.5 Grievances

5.6.5.1 The Contractor shall establish and maintaifGaevanceprocess through which
Members may express digséction about any matteelated to ths Contracbother
than an adverse benefit determination.

5.6.5.2  The Contractor shall ensure that information aboutGhevanceprocess, including
how to file aGrievanceis available to all Members and is given to atiyiders and
subcontractors.

5.6.5.3  The Contractor shall allow a Member to filé&aievanceeither orally or in writing at
any time and shall acknowledge receiving @réeevance

5.6.5.4  The Contractor shall ensure that decision makeiGrgvancewere not involved in
previous levels of review or decisignaking nor were a subordinate of anyone who
was. The decision maker shall be a health care professional with clinical expertise in
treating the Member 0 Srievamcarvolving alinical ssuesd i s e a S
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5.6.5.5 The Contractor shall make a decision regarding@hevanceand provide notice to
the Member of this decision within fifteen (1BusinesdDays of when the Member
files theGrievance

5.6.5.6 If a Member is dissatisfied with the disposition @daevancethe Member may bring
the unresolve@rievance o t he Depart ment . i$fmadA. Depart m

5.6.5.7 The Contractor shall document problems a Network Provider submits to the
Contractor, and the solutions the Contractor has offered to the provider. The
Department may review any of the documented solutions. If the Department
determines the solution to be insufficient or otherwise unacceptable, it may direct the
Contractor to find a different solution or follow a specific course of action.

5.6.5.7.1 If the Departments contacted by a Member, family memberscaregiverf a
Member, advocates, the Ombudsman for Medicaid Managed Care, and other
individuals/entities with &rievanceregarding concerns about the care or lack of
care a Member is receiving, the Contractball address all issues as soon as
possible after the Department has informed the Contractor of the concerns. The
Contractor shall keep the Department informed about progress on resolving
concerns in real time, and shall advise the Department of firdutes.

5.6.6 Notice of Adverse Benefit Determination

5.6.6.1  When a Contractor denies coverage of or payment ©o\ered Behavioral Health
service, the Contractor shall send to the Membemotce of adverse benefit
determinatiorthat meets the following requirement

5.6.6.1.1 Is in writing.

5.6.6.1.2 Is available in the statestablished prevalent ndinglish languages in itegion
5.6.6.1.3 Is available in alternative formats for persons with special needs

5.6.6.1.4 Is in aneasily understood language and format

5.6.6.1.5 Explains the adverse benefit determination the Contractor or its subcontractor has
taken or intends to take

5.6.6.1.6 Explains the reasons for the adverse benefit determination

5.6.6.1.7 Providssi nf or mati on about t WMgpeaMembet 6 Pr ghi
right to file anAppealwhen the Provider is acting on behalf of the Member as the
Me mb aesigratedepresentative

5.6.6.1.8 Explamt he Member és right to request a St at
5.6.6.1.9 Describes how a Member caAppealor file aGrievance

5.6.6.1.10  Givesthe circumstances under whiexpedited resolutiasf anAppealis available
and how to request it

5.6.6.1.11 Explaist he Member éds right to have benefits
Appeal how to request that benefits be continued, and the circumstances under
which the Member may be required to pay the costs of continued services.

5.6.6.2  The Contractor shall give notice according to the following schedule:
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5.6.6.2.1

5.6.6.2.2

5.6.6.2.3

5.6.6.2.3.1

5.6.6.2.3.2

5.6.6.2.3.3

5.6.6.2.3.4

5.6.6.2.3.5

5.6.6.2.3.6

5.6.6.2.3.7
5.6.6.2.3.8

5.6.6.2.3.9
5.6.6.2.4

5.6.6.2.5

5.6.6.2.5.1

5.6.6.2.5.2

5.6.6.2.6

At least ten (10) days before the datection, if the adverse benefit determination
is a termination, suspension or reduction of previously authorized Medicaid
covered services.

As few as five (5) days prior to the date of adverse benefit determination if the
Contractor has verified informan indicating probable beneficiary fraud.

By the date of adverse benefit determination when any of the following occur:
The recipient has died
The Member submits a signed written statement requesting service termination

The Member submits a signed ueit statement including information that
requires termination or reduction and indicates that the Member understands that
service termination or reduction will occur.

The Member has been admitted to an institution in which the Member is
ineligible for Medtaid services.

TheMe mber 6 s address is determined unkno
forwarding address.

The Member is accepted for Medicaid services by another local jurisdiction,
state, territory or commonwealth.

A change in the level of medicalcares pr escri bed by the Me

The notice involves an adverse determination with regard to preadmission
screening requirements.

The transfer or discharge from a facility will occur in an expedited fashion.

On the date of adverse benefit detemmion when the adverse benefit
determination is a denial of payment

As expeditiously as the Memberés healt
calendar days following receipt of the request for service, for standard authorization
decisions that deny ointit services.

The Contractor may extend the ten (10) calendar day service authorization notice
timeframe of up to fourteen (14) additional days if the Member or the Provider
requests extension; or if the Contractor justifies a need for additional infonmat

and shows how the extension is in the

If the Contractor extends the ten (10) day service authorization notice timeframe,
it must give the Member written notice of the reason for the extension and inform
the Member of the righttfile aGrievancef he/she disagrees with the decision.

On the date that the timeframes expire, when service authorization decisions are
not reached within the applicable timeframes for either standard or expedited
service authorizations.
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5.6.6.2.7 For cases in which a Provider, or the Contractor, determine that following the
standard authorization timeframe coul d
health or his/her ability to attain, maintain, or regain maximum function, the
Contractor shalinake an expedited service authorization decision and provide
notice as expeditiously as the Members health condition requires and no later than
seventytwo (72) hours after receipt of the request for service.

5.6.6.2.7.1 The Contractor may extend the sevetwyp (72) hours expedited service
authorization decision time period by up to fourteen (14) calendar days if the
Member requests an extension, or if the Contractor justifies a need for additional
i nformation and how the extension is i

5.6.7 Handling Appealsfor the Capitated Behavioral Health Benefit

5.6.7.1  The Contractoshall handleAppealsof adverse benefit decisiorisr the Capitated
Behavioral Health Benefith compliancewith 42 C.F.R8 438.400.

5.6.7.2  The Contractor shall ensure that decision makaréppealswere not involved in
previous levels of review or decistionaking.

5.6.7.3  The decision maker shall be a health care professional with clinical expertise in
treating the Memberdéds condition or disea:

5.6.7.3.1 TheGrievancds regading adenial of exgdited resolutions of af\ppeal
5.6.7.3.2 The Member isppeahg a denial that is basl on lack oMedical Necessity

5.6.7.4  The Contractor shall allow Membeend Provideracting on behalf chMember and
wi t h t he iienconsent,dodilédppeals

5.6.7.4.1 Within sixty (60) calendardaysr om t he date of the Contr:
benefit determination.

5.6.7.4.2 Either orally or in writing, and unless an expedited resolution is requested, follow
the oral filing with a writtensigned Appeal

5.6.7.5  The Contractor shall ensure that oral inquiries seekirpfmealan adverse benefit
determination are treated Appeals and confirmed in writing unless the Member or
the Provider requests expedited resolution.

5.6.7.6 If the Member, or Provier acting on behalf of the Member, orally requests an
expeditedAppeal the Contractor shall not require a written, sigApgealfollowing
the oral request

5.6.7.7  The Contractor shall provide a reasonable opportuoitythe Memberto present
evidence and allegions of fact or law, in person as well as in writing.

5.6.7.8 If the Member requests an expedi#®@ppealresolution, the Contractor shall inform
the Member of the limited time available to present evidence and allegations of fact or

law.
5.6.7.9 The Contractor shallgive the Member andt h e Me mepresentativean
opportunity, before and during tihgpealspr oc e s s, to examine th

file, including medical records and any other documents and records.
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5.6.7.10 The Contractor shall consider the Memlieth e M e mfresentative, or the legal
representative of a deceaApmd Member 6s esH

5.6.7.11 Continuation of Benefits and Servidgsring an Appeal

56.7111 The Contractor shall c 0 n t Gapitated Beh&veralMe mb e
Health BenefitApped is in the process if all of the following are met:

5.6.7.11.1.1 TheAppealis filed on or before the later of

5.6.7.11.1.1.1 Within ten (10) days of the Contractor mailing the notice of adverse benefit
determination.

56.7.11.1.1.2 The i ntended effective dat e bandfit t he C
determination

5.6.7.11.1.2 The Appealinvolves the termination, suspension or reduction of a previously
authorized course of treatment.

5.6.7.11.1.3 The services were ordered by an authorized Provider.
5.6.7.11.1.4 The authorization period has not expired.
5.6.7.11.1.5 The Member requests an ex$@n of benefits.

56.711.2 | f the Contractor continues ofrAppeais nst at
pending, the benefits shall be continued until one of the following occurs:

5.6.7.11.2.1 The Member withdraws th&ppeal

5.6.7.11.2.2 The Member does not request a State Faaridg with continuation of benefits
within ten (10) days from the date the Contractor mails an advgrpeal
decision.

5.6.7.11.2.3 A State Fair Hearing decision adverse to the Member is made.
5.6.7.11.2.4 The service authorization expires or the authorization limits are met.

5.6.7.11.3 The Contractor may recover the cost of the continued services furnished to the
Member while théAppealwas pending if the final resolution of tA@pealupholds
the Contractords adverse benefit determ

5.6.7.11.4  The Contractor shall authorize or provide the disd services promptly, and as
expeditiously as the Memberdés hea-lth co
two (72) hours from the date of reversal if the services were not furnished while the
Appealwas pending and if the Contractor or State Famrithg Officer reverses a
decision to deny, limit, or delay services.

5.6.7.11.5 The Contractor shall pay for disputed services received by the Member while the
Appealwas pending, unlestate policy and regulations provide for tdate to
cover the cost of suchrsgces, when the Contractor or State Fair Hearing Officer
reverses a decision to deny authorization of the services.

5.6.7.11.6  The Contractor shall notify the requesting Provider and give the Member written
notice of any decision to deny a service authorizationast) or to authorize a
service in an amount, duration, or scope that is less than requested.
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5.6.7.12 Resolution and Notification of Appeals

5.6.7.12.1

5.6.7.12.1.1

5.6.7.12.2

5.6.7.12.2.1

5.6.7.12.3

5.6.7.12.3.1

5.6.7.12.3.2

5.6.7.12.3.3

5.6.7.12.3.4

5.6.7.12.3.5

5.6.7.12.4

5.6.7.12.5

5.6.7.125.1

The Contractor shall resolve eaBppealand provide notice as expeditiously as
t he Member 6s h e alabdmot®excerd theifodowingr e que st s,

For standard resolution of &ppealand notice to the affected parties, ten (10)
working days from the day the MCO or PIHP receivesfppeal

The Contractor may extend the timeframe for processindgp@peal by up to

fourteen (14) calendar days if thMemberrequests; or the Contractor shows that

there i s a need for
interest, uporstate request.

The Contractor shall provide the Member with written noticthiwitwo (2)

additi onal

calendar days of the reason for any extension to the timeframe for processing an
Appealthat is not requested by the Member.

The Contractor shall establish and maintain an expedited review process for
Appealswhen the Contractor determinesrir a request from the Member or when

ma K i
t aki

the provider indicates, 1in

r
the Member s request, that t
jeopardi ze the Member @attain, mdin&in, @rregine al t h

maximum function.

If the Contractor denies a request for expedited resolution Appaal it shall
transfer theAppealto the standard timefranier Appealresolutionand give the
Member prompt oral notice of the denial aadvritten notice within two (2)

calendar daysf receiving the request for expedited resolution

ng
ng

t he
t he

The Contractor shall resolve each expedifggpeal and provide notice as

expeditiously as

t he Me mber 6s

-heal t h

established theframes not to exceed sevetwp (72) hours after the Contractor

receives the expeditekbpealrequest.

The Contractor may extend timeframe for processing an expégfeshlby up

to fourteen (14) calendar days if the Member requests the extensitme or
Contractor shows that there is need for additional information and that the delay

is in the Member 6s

best

nterest .

The Contractor shall provide the Member with written notice within two (2)
calendar days of the reason for any extension to the timefiar processing an
expeditedAppealthat is not requested by the Member.

The Contractor shall provide written notice, and make reasonable efforts to

provide oral notice, of the resolution of an expedapgeal

The Contractor shall provide written notice of the disposition of Appeals
process, which must include the results and data d&ppealresolution.

For Appealdeci si ons not
include the following:

Right to request a State Fair Hearing

whol |y

n

t

he
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5.6.7.12.5.2
5.6.7.12.5.3
5.6.7.12.5.4

How to request a State Fair Hearing
The right to continue to retve benefits pending a hearing

Notice that theMembermay be liable for the cost of any continued benefits if
the Contractor 6s atonhisepheddenthebearmmd it det er

5.6.7.13 State Fair Hearing

5.6.7.13.1

5.6.7.13.2

5.6.7.13.3

5.6.7.13.4

5.6.7.13.5

The Contractor shall allow a Memiterrequest a State Fair Hearirighe Member
mustexhaust th€ontractorAppealprocess before requesy a State Fair Hearing.
The Member hasne hundred and twen{l20 calendardays from the date Gt
notice ofan adverséppealresolutionto request a Stateair Hearing

If the Contractor does not adhere to the notice and timing requirements regarding a
Me mb eAppea theMember is deemed to have exhaustedAppeal process
and may request a State Fair Hearing.

The parties to the State Fair Hearing include the Contractor as well as the Member
and his or her representative or the re

Thest at eds standar d itsidenisidnrom &Biae Fdirdlearinge ac hi r
request is within ninety (90) days of the date the Member fileApipealwith the

Contractor, excluding the days the Member took to subsequently file for a State

Fair Hearing

The Contractor shall participate in allaB Fair Hearings regardingppealsand
other matters arising under this contract.

5.6.7.14 Expedited State Fair Hearing

5.6.7.14.1

5.6.7.141.1

5.6.7.14.1.2

When theAppealishear d fir st t hr édppeahprodeds,etheCont r
De p ar t Offeenof Apzeals shall issuefemal agencydecisionfor an expeded

State Fair Hearing decisicns expedi ti ously as the Men
requires, but no later than 72 hours from the Depariinseteipt of a hearing

request for a denial of service that:

Meets the criteria for an expeditdppealprocess but was not resolved with the
Contr act orAppealtinefraneegor t e d

Was resolved wholly or partially adverselytoMemberu si ng t he Contr
expeditedAppealtimeframes.

5.6.8  Ombudsman for Medicaid Managed Care

5.6.8.1  The Contractor shall utilize and refer Members to the Ombudsman for Medicaid
Managed Care to assist with problawiving, Grievanceresolution, iaplan and
administrative law judge hearing levigbpeals and referrals t€ommunity resources,
as appropriate

5.6.8.1.1

The Contractor shall share PHI, with the exception of psychotherapy notes and
substance use disordeslated information, with the Ombudsman upon request,
without requiring a signed release of information or other permission from the
Member, unless the&ontractor has previously obtained written and explicit
instructions from the Member not to share information with the Ombudsman.
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5.6.8.1.2 The Contractor shall create a policy outlining these requirements that can be easily
distributed to providers, subcontradpadvocates, families, and Members.

5.6.9  Grievance and Appeals Report

5.6.9.1  The Contractor shall submit a quarterly Grievance and Appeals Report that includes
the following information about Memb@&rievances anéppeals:

5.6.9.1.1 A general description of the reason for Gevanceor Appeal
5.6.9.1.2 The date received.

5.6.9.1.3 The date of each review or, if applicable review meeting.

5.6.9.14 Resolution at each level of tAgpealor Grievanceif applicable.
5.6.9.1.5 Date of resolution at each level, if applicabl

5.6.9.1.6 Name of the covered person for whom &pmpealor Grievancewas filed.
5.6.9.2 DELIVERABLE: Grievance and Appeal Report

5.6.9.2.1 DUE: Forty-five (45) days after the end of the reporting quarter.

5.7 NETWORK DEVELOPMENT AND ACCESS STANDARDS
5.7.1  Establishing a Network

5.7.1.1 The Contrator shall create, administer and maintain a network of PCMPsaand
network ofbehavioral health providers, building on the current network of Medicaid
providers, to serve the needs of its Members.

5.7.1.2  The Contractor shall maintain a service delivery systeahincludes mechanisms for
ensuring access to higfuality, general and specialized care, from a comprehensive
and integrategrovidernetwork.

5.71.2.1 The Contractor may create networks based on quality indicatedgntialsand
price.

5.7.1.3  The Contractor shall ensure that @sntractednetworks are capable o$ening all
Members, includingontracting withproviders with specialized training and expertise
across all ages, levels of ability, gender identities, and cultural identities. The
Con t r a oetworkséhall include, but not be limited to, the following:

5.7.1.3.1 Public and Private providers, incling independent practitioners
5.7.1.3.2 Federally Qualified Health Centers (FQHC)

5.7.1.3.3 Rural Health Clinics (RHC)

5.7.1.34 Community Mental Health Centers (CMHC)

5.7.1.35 Schml Based Health Centers (SBHC)

5.7.1.3.6 Providers capable of billing both Medicare and Medicaid
5.7.1.3.7 Essential Community Providers (ECP)

5.7.1.3.8 Indian Health Care Providers.
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5.7.1.4

5.7.1.4.1
5.7.1.4.2

5.7.1.4.3

5.7.1.4.4
5.7.1.45

5.7.1.5

5.7.1.6

5.7.1.6.1

5.7.1.7

5.7.1.8

5.7.1.9

5.7.1.10

5.7.1.11

5.7.1.12

5.7.1.13

The Contractor shall take the following into consideration, as required byFR2 €
438.206, whemstablishing and maintaining the netwerk

The anticipated number of Members

The expected utilization of services, taking into consideration the characteristics

and health care needs of specific Medicaid populations represented

The numbers and typds terms of training, experience and specialization) of
providers required to furnish the covered services

The numbers of participating providers who are accepting new Members

The geographic location of providers and Members, considering distancé, trave
time, the means of transportation ordinarily used by Members, Members access to
transportation and whether the location provides physical access for Medicaid

Membes with disabilities.

The Contractor shall develop and implement a strategy to recruretad qualified,
diverse and culturally responsive Providarsluding, but not limited toproviders

who represent racial and ethnic communities, the deaf and hard of hearing community,

the disability community and other culturally diverse communities mvhy be served.
The Contractor may use mechanisauieh as telemedicine to address geographic
barriers to accessjy clinical providers from diverse backgrounds.

The Contractor shall implement written policies and procedures for the selection and
retentian of providers.

The
C.F.R. 8 438.12, must not discriminate against particular providers that serve high

Contractoros provider selection

risk populations or specialize in conditions that require costly treatment.

The Contractor shall ensure that its network includes providers who meet The
Americans with Disabilities Act of 1990 (ADA) access standards and communication

standards or offer alternative locations that meet these standards.

The

Cont r acsshalr opsr onveit dweo rtkh e

choiceof providers

The Contractor shall allow each Member to chocaf®CMP and behavioral health
professional to the extent possible and appropriate.

The Contractor shall continually work to expand @mhance the Medicaid netwerk
including activities such as recruiting new providers and encouragetgork
Provides to expand their capacity to serve more Members.

The Contractor shall notify the Department of an unexpected or expected network
changethat could adversely affect network service delivery or create a network

deficiency.

pol

Contraasomablor 6 s N

The Contractor shall have policies and procedures describing the mechanisms used to
ensure Provider compliance with the terms of this Contract.

The Contractor shall docwamt its relationship with and requirements for each PCMP

and

behavi

or al

heal t metwork ma writken contract.

t he
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5.7.1.14 The Contractor shall offer contracts to all FQH®$ICs and Indian Health Care
Providerdocated in the Contract Rieq.

5.7.1.15 The Contractor may not employ or contract with providers excluded from participation
in Federal health care programs under either section 1128 or section 1128A of the
Social Security Act.

57.2 PCMP Network

5.7.2.1  The Contractor shall only enter into written aaacts withprimary care providerthat
meet the following criteri¢go qualify as a PCMP

5.72.1.1 Enrolled as a Colorado Medicaid provider.
5.7.2.1.2 Licensed and able to practice in the State of Colorado.
5.7.2.1.3 Practitionerolds an MD, DO, or NP provider license.

5.7.2.1.4 Practitioneris licensed as one of the following specialties: pediatrics, internal
medicine, family medicine, obstetrics and gynecology, or geriatrics.

5.7.21.4.1 Community mental health centeaad HIV/infectious disease practitioners may
gual i fy as PCMPs wrovallfalltothee PCMB ariteiaaret or 6 s
met

5.7.2.15 The practice, agency, or individual provider, as applicable, renders services
utilizing one of the following Medicaid Provider types:

5.7.2.15.1 Physician (Code 05)

5.7.2.1.5.2 Osteopath (Code 26)

5.7.2.153 Federally Qualified Health CentéCode 32)
5.7.2.1.5.4 Rural Health Clinic (Code 45)

5.7.2.155 School Health Clinic (Code 51)

5.7.2.1.5.6 Family/Pediatric Nurse Practitioner (Code 41)
5.7.2.157 Clinic-Practitioner Group (Code 16)
5.7.2.1.5.8 Non-physician Practitioner Group (Code 25).
5.7.2.1.6 ProvidesCareCoordination.

5.7.2.1.7 Provides 24/7 phone covege with access to a clinician that can triage the
Membeb kealth need.

5.7.2.1.8 Has adopted and regularly uses universal screening itodlsding behavioral
health screeningsuniform protocols, and guidelines/decision trees/algorithms to
supportMembes inaccessing necessary treatments.

5.7.2.1.9 Tracks the status of referrals to specialty care providers and provides the clinical
reason for the referral along with pertinent clinical information.

5.7.2.1.10 Has weekly availability of appointments on a weekandbr on a weekdagutside
of typical workday hours (Monda¥riday, 7:30 am.i 5:30 pm.) or school hours
for SchoolHealthClinics.
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5.7.2.1.11 Uses available data (e.@epartment claims data, clinical information) to identify
special patient populations who may require extra ses\aoel support for health
or social reasons. The practice must also have procedures to proactively address the
identified health needs.

5.7.2.1.12 Collaborates witiMember family, or caregiver to develop an individual care plan
for Members with complex needs.

5.7.2.1.13 Uses a electronic health record or are working with the Contractor to share data
with the Department.

5.7.2.2  The Contractor may waiyen limited circumstancesome of the PCMP criteria in
order to achieve network access and adequacy standards (as defeetian5.7.7).
The reasons for waiving these requiremen
Network Report deliverableThe Contractor shall partner with these PCMPs to
identify practice goals and support them in working toward achieving these goals.

5.7.2.3 The Conractor shall contract with all PCMP Practice Sites located within the

A

Contractords region.

5.7.2.3.1 EachPractice Site within a health organization, group, or system is counteal as
separate PCMP Practice Site for the pur

5.7.3  Specialty Behavioral Health Provider Network

5.7.3.1 The Contractor shall establish and maintasisdewidenetwork ofbehavioralhealth
providersthat spans inpatient, outpatietdporatory, andall other covered mental
health and substance use disorder services.

5.7.3.2  The Contractor shall only enter into written contracts with behavioral health providers
thatareenrolled as Colorado Medicaid provider

5.7.3.3  The Contractor shaknter intocontractswith any willing and qualifiedCommunity
Mental Health Center in the stateenable Member choice and promobatinuity of
care.

5.7.3.4  Behavioral Health Provider Credentialing andd®edentialing
57341 The Contractor shall ensure thatMd#étwork Providersare credentialed.

5.734.1.1 The Contractor shall use National Committee on Quality ASsSur@MC&A)
credentialing and reredentialing standards and guidelines as the uniform and
required standards for all contracts.

5.7.3.4.1.2 Accreditation of primary care clinics by the Joint Commission on Accreditation
of Health Care Organization (JCAHO) may satisfy wdlial credentialing
elements required by this Contract or NCQA credentialing standards, if the
Department deems the elements to be substantially equivalent to the NCQA
elements and/or standards.

5.7.3.4.2 The Contractor shall credential atbntractedprovides and ensure that re
credentialing of all individual behavioral health practitioners occurs at least every
three (3) years.
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5.7.3.5  The Contractor shall assure that all laboratessting sites providing services under
the Contract shall have either a Clinical Lallora Improvement Amendments
(CLIA) Certificate of Waiver or a Certificate of Registration along with a CLIA
registration number.

574 Access to Care Standards

5.7.4.1  The Contractor shall ensure that its network is sufficient to meet the requirements for
every Membed accesso careto:

574.1.1 Serve all primary care and care coordination needs;
5.74.1.2 Serve all behavioral health needs; and
5.7.4.1.3 Allow for adequate Member freedom of choice amongst providers.

5.7.4.2  The Contractor shall provide the same standard of care Keaflbes, regardles of
eligibility category.

5.7.4.3 The Contractor shall ensure the provider network is sufficient to support minimum
hours of provider operation to include service coverage from 8:00 @00. p.m.
Mountain Time, Monday through Friday.

5744 The Con netwarkshatl prévisle for extended hours (outside of the hours from
8:00 a.mi.5:00 p.m.) on evenings and weekends and alternatives for emergency room
visits for afterhours urgent care.

5.74.4.1 Evening and weekend support services for Members and families shall include
access to clinical staff, not just an answering service or referral service staff.

5.7.4.5 The Contractor shall implement a network management process and maintain an up
to-date database or directory of contracted providers approved to deliver services,
which includes all the information listedh Section5.5.3.4.0f this contract. The
directory shall be updated at least monthly and shall be made available to the
Department.

5746 TheCo nt r aatwonk shallgprovide for twentfour (24) hour a day availability of
information, referral and treatment of emergency medical conditronempliance
with 42 C.F.R.8438.3q)(1).

5747 The Contractoros PCMP n adtessbandardsssét ayithe ¢ o mp
Department in its Access MonitorifReviewPlan.

574.7.1 Until the Departmentinalizesthe Acces$/onitoring Review Planthe Contractor
shall comply with the PCMBetworktime anddistance &ndards in the following
table.
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PCMP Network Time and Distance Standards

Urban County

Rural County

Frontier County

Required Maximum | Maximum | Maximum | Maximum | Maximum | Maximum
Providers Time Distance Time Distance Time Distance
(minutes) | (miles) | (minutes)| (miles) (minutes) (miles)

Adult Primary 30 30 45 45 60 60
Care Providers

Pediatric Primary 30 30 45 45 60 60
Care Providers

Gynecology, 30 30 45 45 60 60
OB/GYN
5.7.4.8 T he Con PCMPretwork sbhadl have a sufficient numbeREMPsso that each

Member has their choice of at least two PZMPswithin their zip code or within
thirty (30) minutes of driving time from their locati, whichever area is larger. For

Rural andFrontier areas, the Department may adjust this requirement based on the

number and location of available providers.

5.74.8.1

5.7.4.8.2
di

5.7.4.9

stance

bet ween

t he

In the event that there are less than two (2) practitioners that meet the PCMP
standards withirthe defined area for a specific Member, then the requirements of
the prior paragraph shall not apply to that Member.

The Contractor shall use GeoAccess or a comparable service to measure the
Me mb e r sRegiond

t he

The Contractor shall ensure that its behavioral headtivork meets the time and

distance standards described in the table below for each practitioner type listed.

Behavioral Health Network Time and Distance Standards

Urban County Rural County Frontier County
Required Maximum | Maximum | Maximum | Maximum | Maximum | Maximum
Providers Time Distance Time Distance Time Distance

(minutes)| (miles) | (minutes)| (miles) (minutes) (miles)

Hospitals (acute 20 20 30 30 60 60
care)
Psychiatrists and 30 30 60 60 90 90
otherpsychiatric
prescribers, for
adults
Psychiatrists and 30 30 60 60 90 90
other psychiatric
prescribers
serving children
Mental Health 30 30 60 60 90 90
Provider serving
adults
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Mental Health
Provider serving
children

30

30

60

60

90

90

Substance Use
Disorder
Provider serving
adults

30

30

60

60

90

90

Substance Use
Disorder
Provider serving
children

30

30

60

60

90

90

74




5.7.4.10

5.7.4.10.1.

5.7.4.10.1.

5.7.4.11

5.74.11.1

5.7.4.11.2

5.7.4.11.3

5.74.11.4

5.7.4.11.5

5.7.4.12

5.7.4.13

5.7.4.13.1
5.7.4.13.2

5.7.4.13.3
5.7.4.13.4

5.7.4.135

The Contractoros behavioral heal th netw
providers so that each Member has their choice of at least two (2) behavioral health
providers within their zip code or within thirty (30) minutes of driving time from their

locaton, whichever area is larger. Heural andFrontier areas, the Department may

adjust this requirement based on the number and location of available providers.

1 In the event that there are no behavioral health providers who meet the
behavioral healthprovider standards within the defined area for a specific
Member, then the time and distance requirements of the prior table shall not
apply to that Member.

2 The Contractor shall use GeoAccess or a comparable service to measure the

distance between the Méers and the behavioral health providers in the
Contractords Regi on.

The Contractor shall ensure thatnetwork meets the following practitioner @ient
ratios and distance standards:

Adult primary care providers: One (1) practitioner per eighteen redn¢l,800)
adultMembes.

Mid-level adult primary care providers: One (1) practitioner per twelve hundred
(1,200) adulMembers

Pediatric primary care providers: One (1) PCMP Provider per twemyfive
hundred (2,500) chilMembers

Mental Health Providers One (1) practitioner per fifteen hundred (1,500)
Members.

Substance Use Disorder Providers: One (1) practitioner per fifteen hundred (1,500)
Members.

The Contractor shall maintain sufficient Indian or Tribal providers in the network to
ensure tinely access to services available under the contract for INtkarbes who

are eligible to receive services from such providers, in accordance with the American
Recovery and Reinvestment Act of 2009.

The Contractor shall ensure iistwork is sufficient s that services are provided to
Members on a timely basis, as follows:

Urgent Card within twenty-four (24) hours of the initial identification of need;

Outpatient Followup Appointment$ within seven (7) days after discharge from a
hospitalization;

Nonrurgent, Symptomatic Care Visitwithin seven (7) days of the request;

Well Care Visiti within one (1) month of the request; unless an appointment is
required sooner to ensure the provision of screenings in accordance with the

A

Depart ment 6 sy Regodie Bcreenthg, Biagrios and Treatment
(EPSDT) schedules.

The additional timeliness standards apply only toGhpitated Behavioral Health
Benefit
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5.7.4.135.1 Emergency Behavioral Health Carevithin fifteen (15) minutes of the initial
contact by phone, iteding TTY accessibility, in person within one (1) hour of
contact inUrban and suburban areas, in person within two (2) hours of contact
in Rural andFrontier areas;

5.7.4.13.5.2 Non-urgent, Symptomatic Behavioral Health Servicasithin seven (7) days
of a Meequest.r 60s

5.7.4.135.2.1 Administrative ntake appointment®r group intake processes are not
considered a treatment appointment for-nogent, symptomatic care.

5.7.4.13.5.3 The Contractor shall not place Members on waiting lists for initial routine
service requests.

5.7.4.14 The Contractorshall take actions necessary to ensure that all primary Care,
Coordination and behavioral health services covered under this contract are provided
to Membes with reasonable promptness, including but not limited to the following:

5.7.4.14.1  Utilizing out-of-nework providers

5.7.4.14.2  Using financial incentives to induce network or-ofinetwork providers to accept
Membes

5.7.4.15 The Contractor shall have a system in place for monitoring patient load in their
provider network and recruit providers as necessary to assureatelegaess to all
covered services.

5.7.4.16 Network Changes and Deficiencies

5.7.4.16.1 The Contractor shall notify the Department, in writing, within five (5) Business
Days of Contractorodés knowledge of an un
to the network or a netwkrdeficiency that could affect service delivery,
availability or capacity within the provider network. The notice shall include:

5.74.16.1.1 Information describing how the change will affect service delivery.

5.7.4.16.1.2 Avalilability, or capacity of covered services.

5.7.4.16.1.3 Aplantomni mi ze di sruption to the Memberso
5.7.4.16.1.4 A plan to correct any network deficiency.

5.7.5 Network Adequacy Planand Report

5.7.5.1  The Contractor shall submit single Network Adequacy Plarto the Department
annuallythat contains at a minimumthe following information forbothits PCMP
andbehavioralhealth Network.

5.75.1.1 How the Contractor will maintain and monitor a network of appropriate providers
that is supported by written agreements and is sufficient to provide adequate access
to all servicexcovered under the contract for Mlembers including those with
limited English proficiency or physical or mental disabilities.

5.75.1.2 How the Contractor will ensure thitetwork Provides provide physical access,
reasonable accommodations, and accessiblemeuigfor Medicaid enrollees with
physical or mental disabilities
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5.75.1.3 Number ofNetwork Provides by provider type and areas of experpiadicularly:
5.75.1.3.1 Adult primary care providers

5.7.5.1.3.2 Pediatric primary care providers

5.7.5.1.3.3 OB/GYN.

5.75.1.34 Adult mental health providers

5.7.5.1.35 Pedidric mental health providers

5.7.5.1.3.6 Substance use disorder providers

5.7.5.1.3.7 Psychiatrists

5.7.5.1.3.8 Child psychiatrists

5.7.5.1.4 Number ofNetwork Provides accepting new Medicaid Members by provider type.
5.7.5.1.5 Geographic location of providers in relationship to where Medicaid Members liv
5.7.5.1.6 Cultural and language expertise of providers.

5.75.1.7 Number of providers offering aftédrours and weekend appointment availability to
Medicaid Members.

5.75.1.8 Standards that will be used to determine the appropriate case load for providers and
how this will be contimally monitored and reported to the Department to ensure
standards are being met and maintained

5.7.5.1.9 Case load for behavioral health providers.

5.7.5.1.10 Number ofbehavioral healtproviders in the network that are able to atcegntal
health certifications and how this will be continually monitored to ensure enough
providers are available to meet the needs in the region.

575111 A description of how the ContConaaritor 6 s
resources meet the needstoh e Me mber popul ation in t
specifically including a description of how Members in special populations are able
to access care.

5.7.5.2  The Contractor shalubmit a Network Report to the Department on a quarterly basis.
The Network Report stil contain, at a minimunthefollowing information

5.75.2.1 Percent oPCMPsaccepting new Medicailembes.
5.7.5.2.2 Percent of behavioral health providers accepting new Medi¢ardbes.

5.75.2.3 Percent of PCMPs offering afterhours appointment availability to Medicaid
Membes.

57524 Percent obehavioral healtlproviders offeing afterhours appointments.
5.7.5.25 Performance meetingnelinessstandards

5.75.2.6 Number ofbehavioral healtiprovider singlecase agreements used.
5.7.5.2.7 Providers recruited that quarter

5.75.2.8 Providersthat e f t t he n&@workt r act or 6s
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5.7.5.2.9 Additional information as requested by the Department.

5.7.6  Deliverables

5.7.6.1 DELIVERABLE: Network AdequacyPlan

5.7.6.1.1 DUE: Annually, on July31.

5.7.6.2 DELIVERABLE: Network Report

5.7.6.2.1 DUE: Quarterly, on the la®dusines®Day of July, October, January, and April
5.7.6.3 DELIVERABLE: Provider Credentialing Policies and Procedures.

5.7.6.3.1 DUE: Within sixty (60) days following the Operational Start Date

5.7.6.4 DELIVERABLE: Network Changes and Deficiencies.

5.7.6.4.1 DUE: Within five (5) days of the Cont |
deficiency.

5.8 HEALTH NEIGHBORHOOD AND COMMUNITY

5.8.1 TheContractorshai r o mot e Me mbaad bshaviomlhveliseingchgcteating
a Health Neighborhood and Community consisting @iiverse network dfiealth care
providers andCommunityorganizations

5.8.2 The Contractd s ef fort s ingeasing Memben adcesd te timely and
appropriate Medicaid services and benefits, and the promotion of h€althiunities
that can positively impact the conditions in which Members live.

5.8.3  Health Neighborhood

5.8.3.1  The Contractor shalecognize the value @ih all Medicaid providers offéo improving
Member health and functioninihe successfuéngagement and utilization of thel
range of Health Neighborhood providers, including specialty ¢ar8S providers,
hospitals, pharmacistdental, noremergency medical transportatigryblic health,
and other ancillary providerss critical to helping Membersnprove theirhealth and
life outcomes In addition, the effective leveraging of the Health Neighborhood is a
critical tool for conrolling costs and wisely utilizing state resources

5.8.3.2 The Contractor shalestablish and strengtherelationships among its Network
Providers and the Health Neighborhoau the regionby supporting existing
collaborations and facilitating the creation ofwneconnectionsand improved
processes

5.8.3.3  The Contractor shall work to increase the number of specialists in the region who are
enrolled as Medicaid providers and accepting Medicaid Members.

5.8.3.4  The Contractor shalidentify barriers to provider participation in the Health
Neighborhood, such aseffective referral processdsgh nashow rates of Members
and ineffective communication, and work to design and implement approaches to
address these barriers to enablevigtersto appropriatelycare for more Medicaid
Members. The Contractor may share claims data as appropriate, pr@ade
CoordinationsupportestablisHinancial relationships, or other approaches to support
the efficient use of specialty care resources
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5.8.3.5 The Contractor shakstablish andmprovereferral processet® increase access for
Members to appropriateare in the Health Neighborho@hd reduce unnecessary
utilization of limited specialty care resources

5.8.35.1 The Contractor shall promosad ensure the systematic utilizatiortled Colorado
Medi cal Soci e iSpedigty Gare Compathppedda S €EMS Care
Compacta mong providers in the regionbés Hea
an agreemerthat can be implementdaetweenany Medicaidproviderto foster
proactive communication, collaborative care management and planning across
diverse care settings.

5.8.3.5.2 The Contractor shall promotand ensurehe use ofthe Departmenadopted
electronic consultatiosoftware throughwhich speciaktsconsultwith PCMPs via
a telecommunication platform Electronic consultationsllows specialists to
receive reimbursement faimely review of clinical information and providing
Member specificecommendations on how a PCMP may manage a conditidn
whethera specialty visit is requiredlectronic consultations have been shown to
increase appropriate access to specialty care, improve both physician satisfaction
and Member experience, and improve overall quality of care.

5.8.3.5.2.1 The Contractor shall educatéealth Neighborhoodgroviders regarding the
utilization of electronic consultation as a methodnitigate incomplete work
ups, reduce inappropriate or unnecessary specialty care visits, and improve
timeliness of communication.

5.8.3.6  The Contractor shall ackndedge that hospitals are an essential part of the health care
delivery system andHealth Neighborhood andhall collaborate with hospitals to
improve care transitions and address complex Member needs.

5.8.3.7  The Contractor shall utilizedmit/dischargeftansfer @ta totrack emergency room
utilization andimprove the quality of care transitions into and out of hospitals. The
Contractor shall coordinate with hospitals directly or use a Health Information
Exchange to access hospaemit/dischargettansfer Data.

5.8.3.8  The Contractor shall collaborate with hospitals to implement the DSRIP Program, a
Section 1115 waiver program that, if granted, will give Colorado Medicaid the
opportunity to tie hospital payments to performance. DSRIP gives the Department
another toolto cannect hospitals to the Health Neighborhood and align hospital
incentives with the goals of the Accountable Care Collaborative Program.

5.8.3.8.1 The Contractor shall work with the Department to understand how DSRIP will
work i n Col orado, dresgbnstbiities. hospi tal sé ro

5.8.3.8.2 The Contractor shall help hospitatletermine priorities andelect projects,
interventions and performance gofds DSRIP.

5.8.3.9 The Contractor shall collaborate with LTSS providers and care coordinators/case
managers talevelop a holisti@pproach to assisting LTSS Members achieve their
health and wellness goals.
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5.8.3.9.1 The Contractor shall work to improve coordinationlongterm services and
supportsvi t h Member sd physical and behavior e
methods, such as ddeping policies and/or means of sharing Member information.

5.8.3.10 The Contractor shall facilitate health data sharing among gemviin the Health
Neighborhood

5.8.3.11 The Contractor shall establish relationships and communication channels with the
Non-Emergency Medial Transportation vendan order to ensure Members are able
to attend their medical appointments on
impacted when they miss appointments, particularly with specialty care providers, and
can result in over utilizagn of the emergency department. Strengthening the
relationship of the NoEmergency Medical Transportation vendor with members of
the Health Neighborhood and implementing initiatives to increase efficiency can
significantly improve provider satisfactioblember experience, and Member health.

58312 The Contractor shal/l recognize the i mpor:
life outcomes, and shadistablish relationships and communication channelstiwth
Dental Benefit managed care vendorptomote Member utilization of the dental
benefits

5.8.3.13 The Contractor shall collaborate with local public health agencies to:

5.8.3.13.1 Design opportunities for integration of local public health activities into the
Program.

5.8.3.13.2 Identify any specific target activities to meet theltheaeeds of Members in the
region, such as enrollmertigalth promotionpopulation health initiatives, and
dissemination of public health information.

5.8.3.13.3  Explore appropriate funding approaches to support collaborative activities.
5.8.4  Community and the SocialDeterminants of Health

5.8.4.1 The Contractor shall demonstrate an understanding of the health disparities and
inequities in their region and develop plans with providers, Members and Community
stakeholders to optimize the physical and behavioral health of itdktem

5.8.4.2 Recognizing that the conditions in which Members live also impact their health and
well-being the Contractor shall establish relationships and collaboratewotiomic,
social, educational, justice, recreational and other relevant organizttipramote
the health of local communitiesd populations

5.8.4.3 The Contractor shall be responsible for knowing, understandingngsldmenting
initiatives to buildlocal communities to optimize Member health and sbeing
particularly for those Members withmplex needs that receive services from a variety
of agencies

5.8.44 The Contractor shallestablish relationships and communication ceds with
Community organizations that providesourcessuch asfood, housing energy
assistancechildcare,education angbb trainingin the region
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5.8.4.5 The Contractor shalhave and maintaina centralizedregional resource directory
listing all Community resources availableMembersand share the information with
providers andMembers

5.8.45.1 TheContractor shalhot duplicateComnunity effortsto createadirectory. Instead,
the Contractor shall leverage andfmarticipate inany existing state or regional
efforts to build aegionalresource directory.

5.8.4.6  The Contractor shall identify and promote Member engagement with evilased
and promising initiativegperating in the regiothat address the social determinants
of health The Contractor shall align with the framework set up through the Colorado

Oppatunity Project, a state muégency initiative gee
https://www.colorado.gov/pacific/hcpf/colora@dmportunityproject  for more
information).

5.8.4.7  The Contractor shall work witCommunity organizations to remove roadblocks to
Member access to programs and initiatives, particularly evideasedoromising
practiceprograms in the region.

5.8.4.8 The Contractor shallhare informatiorwith Communityorganizationsn the region
about idetified Community social service gaps and needs

5.8.4.9 As hospitals serve as an anchor for m&eynmunities, the Contractor shalhgage
with hospitals to perform community health needs assessments and to develop and
implement strategies to reduce health inegsiand disparities in tHeommunity.

5.8.4.10 The Contractor shall collaborate with the Department and other state agencies in order
to expand th€ommunity resources available to Members.

5.85 Statewide Health Infrastructure

5.8.5.1 The Contractor shall participate in andgaliits activities with advisory groups,
existing programs and statewide initiativéssigned to strengthen the headtire
systemjncluding:

5.85.1.1 State Innovation Model (SIM)focused on the integration of physical and
behavioral health services.

5.8.5.1.2 Comprehensivd’rimary Care Initiative (CPC#+)a CMS led, multipayer effort
fostering collaboration between public and private health care payers to strengthen
primary care.

5.8.5.1.3 Community Living Advisory Grouprecommendd LTSS system changes to
enhance community livingptions and provided directidn Office of Community
Living as changes are implemented

5.85.14 Benefits Collaborativet he Depart ment 6s f or mal proce
scope, and duration of fder-service benefits, ensure that covered services are
evidencebased and guided by best practices, and develop working relationships
and collaborate with stakeholders

5.85.14.1 The Contractor shall recruit providers and stakeholders, provide input on
policies, understand changes to coverage and educate providers.
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5.8.5.15 Pharmacyand Therapeutics Committee abdug Utilization Review Boardthe
De p ar t proeasd tdestabligivior authorization criteria for drugs, prescribing
guidelines, and the Preferred Drug List Ferefor-Service.

5.8.5.1.6 Utilization Management Vendor: The Conti@acshall establish a relationship and
communication channels with the Depart
vendor to leverage Member programs and services, such the Nurse Advice Line
and the Client Overutilization Program (COUP).

5.8.5.1.6.1 The Contractor shabtstablish a point of contact to communicate directly with
the UM vendor.
5.8.5.1.6.2 The Contractor shall work with the UM vendor to receive daily Nurse Advice

Line data in order to identify and outreach Members likely to benefit €are
Coordination

5.8.5.1.6.3 The Contractoshall promote the Nurse Advice Line to Members and Providers
as a resource for aft@ours care and guidance.

5.8.5.1.6.4 The Contractor shall work with the UM vendor regarding Members identified
for the Department 6s in(Séctiod5l462 gr am as

5.8.6  Health Neighborhood and Community Report

5.8.6.1  The Contractor shall submit a report to the Departreesty six (6) monthdescribing
t he Co nireardactivittes 0 sngage and build the Health Neighborhood and
Community including the following informatio:

5.8.6.1.1 Participation inCommunity efforts
5.8.6.1.2 Creation of newHealthNeighborhood an@ommunity forums
5.8.6.1.3 Collaboration with hospitals

5.8.6.1.4 Efforts to utilize Admit/Discharge/Transfer data to improve transitions of care and
results of those efforts

5.8.6.1.5 Activities to engagé TSS providers

5.8.6.1.6 Activities to increase regional provider enrollment in Medicaid
5.8.6.1.7 Activities to increase regional provider Medicaid Member panels
5.8.6.1.8 Recruitment efforts and training for utilization of electronic consultation
5.8.6.1.9 Collaboration with hospitals on DSRIP

5.8.6.1.10  Collaboration with Local Public Health Agencies

5.8.6.1.11  Activities to engage Members with evideAzasedoromising practicgrogramsn
the Community

5.8.6.1.12 Identification of barriers to access of Health Neighborhood and Community
resources and proposeitiatives to aldress the barriers

5.8.6.1.13 Progress on reducingoadblocksto Health Neighborhood and Community
resources
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5.8.7 Deliverables

5.8.7.1
58.7.1.1

DELIVERABLE: Health Neighborhood and Community Report
DUE: Every 6 monthsby January 31 and July 31 of each year.

5.9 POPULATION HEALTH MA NAGEMENT AND CARE COORDINATIO N
5.9.1 The Contractor shall manage the health of all its Members.

5.9.1.1

5.9.1.2

5.9.1.3

The Contractor shall usehealth promotiongopulation health managemeyproach
to assess, track and manage the health needs and outcomes of all its Members in order
to improve health, control costs and improve the experience of care.

The Contractoshallrecognize that population health management requires a detailed
understanding of the dribution of health conditions argalth related behaviors, and

is strengthened biyne consideration cfocial ceterminants of health, suchiasome,

culture, race, agdamily status housing status, and education levidle Contractor

shall possess capabilitiesltoe ver age and build upon the
and perform analytics to successfully implement an informativased approach to
delivering and coordinating care and services across the continuum.

The Contractor shallhave a comprehensive approach to population health
managemerthat uses data to stratifiye populatio and offers a range of interventions
to support Members at all life stages and levels of he@ltine Coordinatiomust be
one of the interventions available to Members.

5.9.2  Population Health Management

59.2.1

5.9.2.2

59221

5.9.2.2.2

59.2.23

59.2.24

59.2241

The Contractor shall develop and submit to the Department an overall strategy for
population health managemesgigmented by pediatric and adult populatiesiag the
template in Appendix | Population Health Management.Plan

The Contr act orlthMandgeament Plantshaiiclude Htea aninimum,
the followinginformation

The Contr act or O6stratiftbetpdpolatian lit eegvgs based on health
status or other factgrécluding social determinants of headthd health equityas
informationis available

Description of how often the Contractor plansunthe Stratification Methodology
to stratify Memberswhat would prompt restratification for the entire populatipn
and how the Contractor will identify Members who change stratificagoel
particularly into higher risk categories

Crosswalk oftratification leveland the mterventions the Contractor plandiave
available for eaclevel

Descriptions ofeach intervention the Contractor wilbffer, including, at a
minimum, the followng information:

Whether the intervention is an eviderdAm&sed practice, promising local
initiative, or other type of activity.
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5.9.2.24.2 How the Contractowill determine the frequency in which the intervention will

I

be offered.
5.9.2.24.3 How the Contractor will determine wiwall deliver the intervention, including
Care Coordination.
59.22.4.4 Potential outcomes likely to result from the interventma how the Contractor
will measure the effectiveness of the intervention
5.9.2.3  The Contractor shall take into consideration eviddrased practices, promising local
initiatives and t he C cehdorsed dnterver@ipngseer t uni t
https://www.colorado.gov/pacific/hcpf/coloradmportunityprojec) when
developing the Rmulation Health Management Plan.
5.9.2.4  The Contractor shall engage Members and Network Providers in developing and
revising its Population Health Management Plan, share the final plan with Network
Providers and assist them in delivering Care Coordination, weeBnactivities and
other population health interventions based on the Population Health Management
Plan
5.9.2.5 The Contractor shall submit the Population Health Management Plan to the
Department for review and integrate feedback as appropriate.
5.9.2.6  The Contractorlsall review the Population Health Management Plan at least annually
and submit a revised Plan to the Departmetien there are changes to the
Contractords strategy
5.9.2.7 The Contractor shalimplement the Population Health Management Plan by
performingthe folowing:
5.9.2.7.1 Run the stratification methodology on intervals specified by the Contractor
5.9.2.7.2 Ensure Members are receiving interventions as described
5.9.2.7.3 Report to the Department quarterly using the Stratification Report included in
AppendixJ
5.9.3  Care Coordination
5.9.3.1 The ntractor shallensure thatCare Coordinationis part oft he Contr act o
Population Health Management Plan
5.9.3.2 The Contractor shall recognize th&are Coordination incorporates a range of
deliberate activities to organize and facilitate the appropriateedglof health and
social services that support Member health and-hesiig.
5.9.3.3  The Contractor shall recognize that Care Coordination occurs in many ways from
deliberate provider interventions to coordinate with other aspects of the health, system
to intenentions over an extended period of time by an individual designated to
coordinate a Member 6s health and soci al
5.9.3.4 The Contractor shall use a persmntered approach tGare Coordination, which

takes into consideration the preferences and godtenfbers and their families, and
then connects them to the resources needed to carry out needed care and follow up.
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5.9.3.5 The Contractor shall ensure that care is coordinated within a praasiogell as
between the practice and other providers and organiza@msg a Member.

5.9.3.6  The Contractor shall not duplicate Care Coordination provided through LTSS and
HCBS waivers and other programs designed for special populations; rather, the
Contractor shall work ttink and organize thdifferent Care Coordination actiies
topromote a holistic approach to a Member

5.9.3.7  The Contractor shall ensure ti@dreCoordination:
59.3.7.1 Is accessible to Members

5.9.3.7.2 Is provided at the point of care whenever possible
5.9.3.7.3 Addresses both short and letegm heah needs
59.3.74 Is culturally competen

5.9.3.7.5 Resped Member preferences

5.9.3.7.6 Suppors regular communication between care coordinators and the practitioners
delivering services to Members

5.9.3.7.7 Reducsduplication and promosgeontinuity by identifying a lead care coordinator
for Members receiving Care Coondition from multiple systems

59.3.7.8 Is documented, for both medical and Aroedical activities

5.9.3.7.9 Addresesp ot ent i al gaps in meeting the Memb
developmental, behavioral, educational, informal support system, financial and
spiritualneeds in order to achieve optimal health, wellness coétitk outcomes,
according to Member preferences

59.3.7.10 Algnswi th the Contractorés Popul ation Hea
5.9.3.7.11  Protecs Member privacy

5.9.3.8  The Contractor shall ensure that care coordinatorsinthe €Comct or 6 s net wor
out and connect with other service providers and communicate information
appropriately, consistently and without delay.

5.9.3.9 The Contractor shall reasonably ensure that Gdle Coordination, including
interventiongorovided by other indiduals or entities, meet the needs of the Member.

5.9.3.10 The Contractor shall ensure tldre Coordinationis provided to Members who are
transitioning between health care settings and populations who are served by multiple
systems, including but not limited thildren involved witrchild welfare, Medicaid
eligible individuals transitioning out dfie criminal justice systefiviembers receiving
LTSS servicesand Members transitioning out of institutional settings. To meet the
needs of these Members, the Coctiva shall:

593.1001 Designate staff persons to serve as the
different systems and settings.

5.9.3.10.2 Give designated staff persons the appropriate level of knowledge of the assigned
system/setting to serve that population aoldesCare Coordination problems for
that population.
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5.9.3.10.3  Provide specific guidance to care coordinators about each setting, regarding how to
identify Members in the system/setting; how to provideeCoordinationservices
in the system/setting; and how to aommicate with contact people in the
systenfsetting to plan transitions, coordinate services, and address issues and
Member concerns.

5.9.3.10.4 Participate in special workgroups created by the Department or other state agencies
to improve services and coordination a€tivities for populations served by
multiple systems.

5.9.3.11 For Members with intellectual and developmental disabilities who require services for
conditions other than a mental health or substance use disorder, the Contractor shall
assist the Member in locagrappropriate services.

5.9.3.12 The Contractor shalhssistc ar e coordi nators within the
bridging multiple delivery systems and state agencies.

5.9.3.13 The Contractor shall intervene when the systems and providers engaged with a
Me mb e r 0 s caceceanuyré leadership and direction.

5.9.3.14 The Contractor shall ensure ti@dre Coordination tools, processes, and methods are
available to and used by Network Providésse Sectio’.13.2.1.3)

5.9.4  Care Coordination Activity Report

5.9.4.1 The Contractor shaBubmita Care Coordination Activityeportto the Department
every six (6) monthe a format agreed to by the Department and the Contradier
report shall includ€areCoordination activitieperformed by Network Providers and
subcontractorsThe report shaltontain, at a minimum, narrative and statistics that
includethe following:

594.1.1 The number of unique Members for wh@areCoordinationwasprovided by the
Contractor during the reporting peribg the following categories:

594111 Deliberate provider interventions tmordinate with other aspects of the health
system
594112 CareCoordination delivered over an extended period of time

594.1.2 Examples ofCareCoordinationactivities performedluring the previous quarter

59.4.1.3 Otherinformation identified through a collaborative process

5.9.5 Deliverables

5951 DELIVERABLE: Population Health Management Plan

59511 DUE: Sixty (60) dagaftert he Contract.bs Effective Dat
5.95.2 DELIVERABLE: Population Health Management Plan Update

5.95.2.1 DUE:UponCo nt r alamge in strategy

5,953 DELIVERABLE: Stratification Report

5.9.5.3.1 DUE: Quarterly by the 18 business day of the month following the end of the
calendar quarter that the report covers.
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5.9.54
59541

DELIVERABLE: Care Coordination Report

DUE: Every six (6) month®n November 1, reporting for the period of April 1
through September 30; amhy 1, reporting for the period of October 1 through
March 30; except that the deliverable due November 1, 2018 will be for the
reporting period of July 1, 2018 through September 30, 2018.

5.10 PROVIDER SUPPORT AND PRACTICE TRANSFORMAT ION

5.10.1

5.10.2

5.10.3

5.10.4

5.10.4.1

5.10.4.2

5.10.4.3

5.10.5
5.10.5.1

5.10.5.2

5.10.5.2.

5.10.5.2.
5.10.5.2.

The Contractor shaflerve as a central point of contact for Network Providers regarding
Medicaid services and programs, regional resourcéigical tools, and general
administrative information

The Contractor shall support Network Providers that are interested in intggnaiary

care and behavioral health servicadyancing business practices and use of health
technologiesand other activities designed to improve Member health and experience of
care.

The Contractor shatiffer Network Providershe followingtypes of sipport, described

in further detail in the rest of this sectigeneral information and administrative support,
provider training, data systems and technology support, practice transformation, and
financial support.

The Contractor shall document its PreetSupport Strategy in a Practice Support Plan
and update the plan annually. This plan shall specifically describe

The types of information and administrative support, provider trainings, and data and
technology support the Contractor will provide.

The practice transformatiostrategies it will use to help practices progress along the
Framework for Integration of Wholeerson Care(For more information, see
https://www.colorado.gov/healthinnovation/resourBes

The administrative payment strategies thanttactor will use to financially support
practices.

General Information and Administrative Support

The Contractor shall ensure adequate informational support for Network Providers,
while being mindful of not duplicating existing materials.

The Contractorshall create an information strategy to connect and refer Network
Providers to existing resources, and fill in any information gaps, for the following
topics:

1 General information about Medicaid, thecountable Care Collaborati¥rogram,
and the Contraotr 6 s r ol e and purpose.

2  Available Member resources, including the Member provider directory.

3 Clinical resources, such as screening tools, clinical guidelines, practice
improvement activities, templates, trainings and any other resources the Contractor
hascompiled.
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5.10.5.2.4

Communitybased resources, such as child care, food assistance, services
supporting elders, housing assistance, utility assistance and othenedaral
supports.

5.10.5.3 The Contractor shall make Network Providers aware of the following Colorado

Medicdad program information:

5.10.5.3.1 Medicaid digibility

5.10.5.3.2 Medicaid covered benefits
5.10.5.3.3  StatePlan srvices including EPSDT
5.10.5.3.4 HCBS waiver services

5.10.5.3.5 Capitated Behavioral Health Benefit
5.10.5.3.6  Claims and billing procedures

5.10.5.4 The Contractor shall inform Network Providers of key Depantneentractors, their

roles and responsibilities, including:

5.10.5.4.1 Business Intelligence Data Management Agency
510542 Col orado Medicai dos fiscal agent
5.10.5.4.3  Enrollment broker

5.10.5.4.4 Pharmacy Benefit Management System

5.10.5.4.5 Utilization Management contractor

5.10.5.4.6  Oral Health contractor

5.10.5.4.7 Non-Emergent Medical Transportation administrators
5.10.5.4.8 Healthy Communities

5.10.5.4.9 Case Management Agencies

5.10.5.4.10 Community Center Boards

5.10.5.4.11 Single Entry Points

5.10.5.4.12 Nurse Advice Line

5.10.5.5 The Contractor shall act as a liaison between the Department and its other contractors
and partners and providers.

5.10.5.6 The Contractor shall outreach to and educate specialists and other Medicaid providers
regarding the Accountable Care Collaborative Progitsrstructure, the role of the
Contractor and the supports it will offer to providers in its network.

5.10.5.7 The Contractor shall assist providers in resolving barriers and problems related to the
Colorado Medicaid systems, including, but not limited to atheffollowing:

5.10.5.7.1  Medicaid provider enrollment

5.10.5.7.2  Member eligibility and coverage policies

5.10.5.7.3  Service authorization and referral
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5.10.5.7.4 Member and PCMP assignment and attribution
5.10.5.7.5 PCMP designation
5.10.5.7.6  Early Periodic Screening, Diagnostic and Treatment (EPSDT) benefits

5.10.5.8 The Contactor shall assist anf?rogram provider who contacts the Contractor,
including providers not in the Contracto
which Members are attributed to their practice. The Department will provide data to
the Contractor onlaMembers for this purpose.

5.10.5.9 The Contractor shall use, and recommend to Network Providers, medical
management, clinical and operational tools to ensure optimal health outcomes and
control costs for Members. The suite of tools and resources should offatiauum
of support for Network Providers, specialists, and ancillary Medicaid providers.
Examples of these types of tools are listedppendixJ Practice Support Tools and
Resources

5.10.5.9.1 The Contractor shall promote fidelity to evideruzsed practices wrder to assure
effectiveness of the services provided.

5.10.6 Provider Training

5.10.6.1 The Contractor shall, at a minimurdgvelop trainings based on subject matter
expertise antiost forums for ongoing training regarding the Program and the services
the Contractor o#rs.

5.10.6.2 The Contractor shall offer training to its Netwdpkovidersat leastevery six (6)
monthson the following topics:

5.10.6.2.1 Colorado Medicaid eligibility and application processes
5.10.6.2.2 Medicaid benefits

5.10.6.2.3  Access to Care standards

5.10.6.2.4 EPSDT

510625 The Contr act oealth Man&enment Plant(deeSectidh 5.11 for more
information),

5.10.6.2.6  Use and proper submission of thelorado Client Assessment Record for Members
(CCAR) or the current Colorado Office of Behavioral Health's data collection tool
for mental health and substancse disordergAppendixK CCAR)

5.10.6.2.7  Cultural responsiveness

5.10.6.2.8  Member rightsGrievancesandAppeals

5.10.6.2.9  Quality improvement initiatives, including those to address population health
5.10.6.2.10 Other trainings identified in consultation with the Department

5.10.6.3 The Contractor shhlmaintain a record of training activities and submit to the
Department upon request.
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5.10.7 Data Systems and Technology Support

5.10.7.1 The Contractor shall support providers in implementing and utilizing health
information technology (HIT) systems and data.

5.10.7.2 The Contractor shall educate and infadetwork Provides about the data reports and
systems available to the providers and the practical uses of the available reports.

5.10.7.3 The Contractor shall make available technical assistance and training for Network
Providers on how to use the following HIT systems:

5.10.7.3.1
5.10.7.3.2
5.10.7.3.3
5.10.7.3.4
5.10.7.3.5
5.10.7.3.6
5.10.7.3.7
5.10.7.3.8

Contractords Care Coordination Tool

The BIDM

The interChangéVIMIS)

Officeof Behavior al Heal t hds CCAR data col

Multi-payer data aggregator tool for SIM and CPC practices

PEAK website and PEAKH#th mobile app
Regional health information exchange
Electronic consultation and referral tools

5.10.7.4 The Contractor shall offer the following supportd\letwork Providers on managing
and utilizing data:

5.10.7.4.1
5.10.7.4.2
5.10.7.4.3
5.10.7.4.3.1
5.10.7.4.3.2
5.10.7.4.3.3

5.10.7.4.3.4
5.10.7.4.3.5
5.10.7.4.4

5.10.7.44.1

5.10.7.4.5

Provide practicdevel data/reports
Assist providers witldlata analysis and reporting
Train practices on how to utilize data to:
Improve care foMembes with chronic conditions
Implement population health strategies

Understand how their practice is performing on key performance indicators and

other health outaoe measures
Identify Membes requiringCare Coordination
Identify Membes who require additional services

The Contractor shall possess the expertise and establish the infrastructure to support
outbound raw claims data extracts to the PCMPs (both behakiea#th claims

from the Contractor 6s
Department).

nternal

system

The Contractor shall establish a process for PCMPs to request raw claims data

extracts from the Contractor.

The Contractor shall facilitate clinicadformation sharing by supporting Network
Providers in connecting electronic health records (EHRSs) twélnegionalhealth
information exchange (HIEJor exchanging clinical alerts and clinical quality

measures (CQM) data.
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5.10.7.45.1 The Contractor shall promotke use of @ice of theNationalCoordinator for
Health Information Technology (ONGteroperability Standardor PCMP
EHR systems, to improve data exchan@hese standards can be found at
https://www.healthit.gov/policyesearchergmplementers/interoperability

5.10.7.4.5.2 The Contractor shall conduct Health Information Exchange Connectivity
Assessmenacross their network of providers and report their findings to the
Departnent, annually.

5.10.7.4.5.3 The Contractor shall identify and address gaps in information sharing or data
quality.

5.10.8 Practice Transformation

5.10.8.1 The Contractor shalbffer practice transformation support to Network Providers
interested inimproving performance as a Medical Home and participatg in
alternative payment model s, including th
Payment Methodologyractice tansformation efforts may inclu@etivities such as
coaching practices imeanbasedCare, improving businegzractices and workflow,
increasing physical and behavioral health integration, and use of lay health workers.

5.10.8.2 The Contractor shall identify the existing strengths of a Network Provider and partner
with the interested Network Provider to design and implemeactice transformation
strategies that build on these strengths and support the Network Provider in achieving
its individualized practice goals.

5.10.8.3 The Contractor shall offer expertise and resources necessary for practice
transformation ranging from astace with efficiency and performance
enhancements to comprehensive practice redesign.

5.10.8.4 The Contractor shall support Network Providers in increasing efficiencies and cost
management at both the practice and the health system level by coaching providers to
reduce the utilization or delivery of lewalue services and supporting the
identification and analysis of service overutilization.

5.10.8.5 The Contractor shall partner with practices to establish feasible transformation goals
that best fit mapraeaoblcebtsavbegyal Basepd or
Contractor shall develop a practice transformation plan to:

5.10.8.5.1  ConnectNetwork Providers to practice transformation resources that are readily
available in the region.

5.10.8.5.2 Educate Network Providers about theethods, principles, best practices, and
benefits of practice transformation.

5.10.8.5.3  Provide technical assistance, tools and resources as appropriate.

5.10.8.6 The Contractor shall use existing practice transformation organizations in the region
and the state and coordiratvith existing practice transformation efforts, when
appropriate, to reduce duplication of efforts and overburdening practices.

5.10.8.7 Based on the needs of the region and the existing practice transformation resources
available, the Contractor shall offer traigs, learning collaboratives, and/or other
resources to support practicesachieving advancedledicalHomestandards.
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5.10.9 Financial Support

5.10.9.1 The Contractor shalinake administrative/performance payments directi?@vP
Network Providergo support the prosion of MedicalHome level of care and to
incentivize improved outcomes. THeont r act or 6 s fnaplaceeoht s wi
payments previously paid directly by the Departmerthe PCMP

5.10.9.2 The Contractor shall detail individual PCMP administrative/performarmgenpnt
arrangements in their written contract with the Network Provider.

5.10.9.3 Administrative Payments

5.10.9.3.1 The Contractor shall distribute, in aggregate, at least thirty percent (30%) of the
Contractords admi ni seteiva tfronvthe Degdriandid p ay me n
their PCMPnetworkand Health Neighborhood

5.10.9.3.2  The Contractor shatiffer PCMPs the option of receiving, at a minimum, a standard
$2 PMPM. The Contractor mayork with providers to desigtifferent valuebased
payment arrangements that may exceed $2

5.10.9.3.3 The Contactor shall provide the Department withdatailed reportingof the
payment arrangements made with Network Providers inPtlowider Payment
Report,as well as report administrative payments madée QuarterlyFinancial
Report

5.10.9.3.4  The Contractor shall @ark with Network Providers to develop a strategy to evolve
administrative paymentsver the course of the Contraby tying a greater
proportion of the dollars to value and aligning with other Department alternative
payment methodologies.

5.10.9.3.5 The Contractor sl have final decisiormaking authority in creating the strategy
while ensuring a collaborative and transparent process. Stakeholders shall be given
advance notice of all forums and shall have an opportunity to participate in and
provide input toward thelevelopment of the incentive/administrative payment
strategy.

5.10.9.3.6  The Contractor shall documetite administrative payment stratefgr Network
Providers and the Department and will submit the document strategy for review
and discussion at the Operational lreag Collaborative.

5.10.9.4 Pay for Performance

5.10.9.4.1 The Contractor shall share incentive payments earned for performance with PCMP
Network Providers and other Health Neighborhood participants as appropriate. The
Contractohasthe flexibility to design innovative approaches to distribute funds in
a way that maximizes performanaethe providetevel.

5.10.9.4.2 The Contractor shall provide the Department with a summarthefpayfor-
performancearrangements negotiated with providémsthe Provider Payment
Report

5.10.9.4.3 The Contractor in its discretion shall negotiate payment arrangements and amounts
with its Network Providerand Health Neighborhood participants

92



5.10.10 Deliverables

5.10.10.1 DELIVERABLE: All Contractordeveloped provider materiaéad traifngs related
to theAccountable Care Collaborativedgram or Colorado Medicaid documents and
provider contact plans

5.10.10.1.1 DUE: Ten (10) Business Days from the date the materials or plans are requested by
the Department; and ten (10) Business Days from the sehyehe Department to
update documents

5.10.10.2 DELIVERABLE: Practice Support Plan

5.10.10.2.1 DUE: Thirty (30) days after the Contract Effective Date and timemally,on July
3L

5.10.10.3 DELIVERABLE: Health Information Exchange Connectivity Assessment
5.10.10.3.1 DUE: Annually,on July 31
5.10.10.4 DELIVERABLE: Provider Payment Report
5.10.10.4.1 DUE: Thirty (30) days after the Contract Effective Date and then annually, on July
3L
5.11 PRIMARY CARE ALTERNA TIVE PAYMENT METHODO LOGY (PRIMARY
CARE APM)

5.11.1 The Departmentill be transformingts approach tgrimary cargpaymentin the Fee
for-Service system by implementing thePrimary Care Alternative Payment
Methodology (Primary Care APM).

5.11.2 The Contractor shall play a key role in administerthg Primary Care APM by
certifying PCMP RacticeSites within their regioreligible to participate ifrack One

5.11.3 The Contractor shaflerform all of the following activities:

51131 Assess each PCMP in their network wusing
(AppendixL Primary Care APNIbased on both esite and desk reviews

5.11.3.2 Certify those PCMPs that meet the Primary Care APM criteria based on the
Contractords assessment

5.11.3.3 Maintain all documentation of the assessment process and supporting information
gatheredegardinghe PCMPs

5.11.3.4 Submit PCMP certification determination in atffde or other agreed upon format to
the Department.

5.11.3.5 Manage PCMP questions and concerns regarding the assessment and certification
determination

5.11.3.6 Reassess every PCMP at a minimum of every three (3) years or based on a substantial
change in a PCMP practice at provider request.

5.11.4 Deliverables
5.11.4.1 DELIVERABLE: PCMPCertification Determination
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5.11.4.1.1 DUE: By the 1% of each Month

5.12 CAPITATED BEHAVIORAL HEALTH BENEFIT

5.12.1 The Contractor shall administer and deliver the Capitated Behavioral Health Benefit,
which means that théontractor shall:

5.12.1.1 Receive a Capitated Payment for each Member

5.12.1.2 Assume comprehensive risk for all covered inpatient and outpatient behavioral health
services

5.12.1.3 Take full responsibility for providing, arranging for or otherwise taking responsibility
for the provision of alMedically Necessargovered behavioral health services.

5.12.2 Asthe administrator o capitated benefit, the Contractor shall employ strategithhea
care management practicdsscribedthroughoutthis contractin administering the
benefit as well asreatingfinancial incentives to drive quality caased having strong
consumer experience protections.

5.12.3 The Contractor shall administer the Capitateti®vioral Health Benefit in a manner that
is fully integrated with the entirety of the Work outlined in this Contract thereby creating
a seamless experience for Members and providers.

5.12.4 The Contractor shall demonstrate a commitment to the following priscipie
administering the Capitated Behavioral Health Benefit

5.12.4.1 Recovery and Resilience: Treatment that supports Members in making positive
changes in their behaviors so they can improve their health and life outcomes. Positive
changes are achieved by sharimjormation, building skills, and empowering
Members to make changes by leveraging individual strengths and protective. factors
The benefits of recovery and resilience principles extend across ages and settings and
can be patrticularly helpful for looncome children.

5.12.4.2 Traumainformed: Treatment that acknowledges and understands the vulnerabilities
or triggers of past traumatic experience:

5.12.4.3 Least Restrictive Environmenihe provision of communitpased supports and
services that enabledividuals with serious mental illness and other disabilities to live
in the community to the greatest extent possible and as appropriate.

5.12.4.4 Culturally Responsive: Providers and provider staff deliver effective, understandable,
and respectful care in a mamne compati bl e with Membersbo
practices and preferred language.

5.12.4.4.1 The Contractor shall develop policies and procedures (as needed) on how the
Contractor shall respond to requests from participating providers for interpreter
services by qualified interpreter.
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5.12.5 Covered Services.

5.12.5.1

5.12.5.2

5.12.5.3

5.12.5.4

5.12.5.5
5.1255.1

5.12.5.5.2

5.12.5.5.3

5.12.5.5.4

5.125.55

5.12.5.5.6

5.12.5.5.7

assisted |living residences, and

State Plan Services
Individual psychtherapy Oneto-one therapeutic contact with a Member for at

least 30 minutes but not to exceed two hours.

Individual brief psychotherapyl'herapeutic contact with one Member up to and

including 30 minutes.

The Contractor shall ensure access to care for all Members in nedddafally
Necessaryovered mental health and substance use disorder serviaesordance
with 10 CCR 250581L0 8.076.1.8The Capitated Behavioral Health Benefit does not
include behavioralservices covered in 1915(c) waivers for individuals with
intellectualanddevelopmental disabilities.

The Contractor shall have a network to provide Medically Necessargovered

servies as detailed iSection 5.2.5.and AppendixV Capitated BH Benefit Covered
Services including services identified under the federal Early and Periodic Screening
Diagnosic and Treatment (EPSDT) program @Z.R. 8441.50441.62and 10 CCR
250510 8.2380).

The Contractor shall provide covered services in mul@@denmunitybased venues
to increase accessibility and improve outconf@satment sites may include but are
not limited to schools, PCMPractice Sites, homeless shelters, skilled nursing and

Me mber s o

Group psychotherapyl herapeutic contact witlnore than one Member, up to and

including two hours.

Family psychotherapyFaceto-face therapeutic contact with a Member and family

Member(s), or other persons significant to Miember for improving Member

family functioning.

Behavioral health assessnteFaceto-face clinical assessment of a Member by a
t hat

behavior al heal t h professional
problem(s); factors contributd.i
and resources to help solve the problengsjt any existing diagnoses.

Medication managemenMonitoring of medications prescribed and consultation
provided to Members by a physician or other medical practitioner authorized to

ng

t o

prescribe medications as defined by state law, including associatedttaipo

services as indicated.

Outpatient day treatment herapeutic contact with a Member in a structured; non

residential program of therapeutic activities lasting more 4htawurs but less than

24 hours per day, including associated laboratory serasesdicated.
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5.12.5.5.8

5.12.5.5.9

5.12.5.5.10

5.125.5.11

5.12.5.5.12

5.12.5.5.13

5.12.5.5.14

5.12.5.5.14.1

5.12.5.5.14.2

5.12.5.5.14.3

5.12.5.5.14.4

5.12.5.5.15

5.12.5.5.15.1

Schoolbased servicesState Plan outpatient behavioral health services provided to
pre-sschool and schoaged children and adolescents on site in their schools, with
the cooperation of the schools.

Targeted case managementedically Necessary services to assist and support a
Member in gaining access to or to develop his/her skills for gaining access to
needed medical, social, educational, and other services essential to meeting basic
human needs, as appropriate.

Rehabilitative serviceg\ny remedial service recommended by a physician or other
licensed practitioner of the healing arts, within the scope of his/her practice under
state law, for maximum reduction of behavioral health symptoms and restoration
of a recipient to his/her bespgsible functional level

Substanceisedisorder assessmenin evaluation designed to determine the most
appropriate level of care, based on criteria established by the American Society of
Addiction Medicine (ASAM), the extent of drug/alcohol use, abusgependence

and related problems, and the comprehensive treatment needs of a Member with a
drugor alcohol diagnosis.

Alcohol/drug screencounseling Substance use disorder counseling services are
provided along with screening to discuss results with enlv.

Medicationassistedreatment Administration of Methadone or another approved
controlled substance to an opiate dependent Member for the purpose of decreasing
or eliminating dependence on opiate substances.

Social ambulatory detoxification services are defined as services relating to
detoxification including, but not limited to, the following:

Physical assessment of detox progression including vital signs monitoring.

Level of motivation assessment for treatment evaluation. Motivation is
consideredto be related to the probability that a Member will enter into,
continue, and adhere to a specific change strategy.

Provision of daily living needs (includes hydration, nutrition, cleanliness and
toiletry).

Safety assessment, including suicidal ideatiowl @ther behavioral health
issues.

Outpatient hospital service®utpatient hospital services are defined as a program
of care in which the Member receives services in a health care facility, but does not
remain in the facility 24 hours a day.

The Contractor is financially responsible for all Medicaid services associated
with a Memberdéds outpatient hospital
associated medical and facility services, labsays, supplies, and other
ancillary services, when th@ocedure(s) are billed on a LBl and ANSI 837

| X12 claim form, and the principal diagnosis is a covered psychiatric diagnosis.
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5.12.5.5.15.2

The Contractor is financially responsible for all Medicaid services associated
with a Member ds o ut pnaudingeai behahiarad health a |
and associated medical and facility services, labsyg, supplies, and other
ancillary services, when the procedure(s) is billed on a @b® and ANSI
837-P X12 claim form, and the principal diagnosis is a covered hatahnealth
diagnosis.

5.12.5.5.16 Emergency and PoSitabilization CareServies

5.12.5.5.16.1

5.12.5.5.16.2

5.12.5.5.16.2.1

5.12.5.5.16.2.2
5.12.5.5.16.2.3

5.12.5.5.16.3

5.12.5.5.16.4

5.12.5.5.16.5

5.12.5.5.16.6

5.12.5.5.16.6.1

5.12.5.5.16.6.2

5.12.5.5.16.7

5.12.5.5.16.8

The Contractor shall cover and pay for emergency andgpalsiiization care
services as specified in 42F.R. §8438.114(b) and 42 €.R. § 422.113(c).

EmergencyServices are inpatit and outpatient hospital services that meet the
following criteria:

Furnished by a provider that is qualified to administer these services
according to 42 .R. §438

Needed to evaluate or stabilize an emergency medical condition

Services provided ding a behavioral health emergency that involve
unscheduled, immediate, or special interventions in response to a crisis
situation with a Member including associated laboratory services as
indicated.

The Contractor shall cover and pay for Emergency Sesviegardless of
whether the Provider that furnishes the services has a contract with the
Contractor.

The Contractors notresponsible for outpatient emergency room services billed
on a UBO04 forthe treatment o& primary substance use disorder.

The Cortractoris responsible for practitioner emergency room claims billed on
a C0O1500 forthe treatment dboth substance use and mental health disorders.

The Contractor shall not refuse to cover treatment obtained under either of the
following circumstances:

A Member had an emergency medical condition in which the absence of
immediate medical attention would not necessarily have had the outcomes
specified in the definition of emergency medical condition.

A representative of the Contractor instructs the Meneeek Emergency
Services.

The Contractor shall not refuse to cover Emergency Services based on the
emergency roorprovider, hospital, or fiscal agent not notifying the Contractor

of the Memberds screening and treat me

presentation for Emergency Services.

The Contractor shall not hold a Member who hasearergencymedical
condition liable for payment of subsequent screening and treatment needed to
diagnose the specific condition or stabilize the patient.
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5.12.5.5.16.9

5.12.5.5.16.10

5.12.5.5.16.11

5.12.5.5.16.11.1

5.12.5.5.16.11.2
5.12.5.5.16.11.3

5.12.5.5.16.12

5.12.5.5.16.13

5.12.5.5.16.13.1

5.12.5.5.16.13.2

5.12.5.5.16.13.3

5.12.5.5.16.13.4
5.12.5.5.16.14

The Contractor acknowledges that the attending emergamngician, or the
provider treating the Member, is responsible for determining when the Member
is sufficiently stabilized for transfer or discharge; that determination is binding
on the Contractor focoverage and payment.

The Contractor is financially responsible for R8sabilization Care Services
obtained within or providérsetwdrk that &re preCont r a
approved by the Contractor.

The Contractor is financially responsible for R8sabilization Care Services
obtained within or outside t-dppov&iontrr ac
by the Contractor, but administered to maintain, improve or resolve the
Member 6s stabilized condition i f any o

The Contractodoes not respond to a request forgpproval within one (1)
hour.

The Contractor cannot be contacted.

The Contractor and the treating provider cannot reach an agreement
concerning the Memberés care and a |
consultationln this situation, the Contractor shall give the treating provider

the opportunity to consult with a plan Provider and the treating provider may
continue with care of the Member until a plan provider is reached or one of

the criteria in 42 &.R. §422.113c)(3) is met.

The Contractor shall limit charges to Members for FRiabilization Care
Services to an amount no greater than what the Contractor would charge the
Member if he or she had obtained the services through the Contractor.

The Cont r aial resportsibility ffor Poabtabilization Care Services
when not preapproved ends when:

A plan provider with privileges at the treatihgspital assumes responsibility
for the Membero6s care.

A plan provider assumes r estpooghsi bi | i
transfer.

The Contractor and the treating provider reach an agreement concerning the
Member 6s car e.

The Member is discharged.

Nothing in this section shall preclude the Contractor from conducting a
retrospective review consistent with these ruégmrding emergency and Post
Stabilization Care Services.

5.12.5.5.16.15 The Contractoiis financially responsible for Emergency Services when the

Member 6s primary diagnosis is psychiat
health conditions are present or a medical pfopeis provided.
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5.12.5.5.16.16 The Contractors notfinancially responsible for Emergency Services when the
primary diagnosis is medical in nature even when procedures are provided to
treat a secondary behavioral health diagnosis.

5.12.5.6 Inpatient Psychiatric Hospital Seoes
5.12.5.6.1 Inpatient Psychiatric Hospital Servicae defined as follows:

5.12.5.6.1.1 For Members under 21 years old. A program of care for Members age twenty
(20) and under in which the Member remains twedoty (24) hours a day in a
psychiatric hospital, or other facifiticensed as a hospital by tstate. Members
who are inpatient on their twenfyst birthday are entitled to receive inpatient
benefits until discharged from the facility or until their tweesgcond birthday,
whichever is earlier, as outlined in 42FR. § 441.151.

5.12.5.6.1.2 For adults ages 21 to 64 years. A program of psychiatric care in which the
Member remains twentfour (24) hours a day in a facility licensed as a hospital
by the state, excluding state institutes for mental disease (IMDs).

5.12.5.6.1.3 For Members ageSyears anadver. A program of care for Members age 65 and
over in which the Member remains twexibur (24) hours a day in an institution
for mental diseases, or other facility licensed as a hospital Isiattee

512562 The Contract or 6 s npaterd pospitat Services basedyonther al |
primary diagnosis that requires inpatient level of care and is being managed within
the treatment plan of the Member.

5.125.6.2.1 The Contractor is financially responsible for the hospital stay when the
Me mber 6 s pnosisnsa icoyered psgchiatric diagnosis, even when the
psychiatric diagnosis includes some physical health procedures (including labs
and ancillary services).

5.12.5.6.2.2 The Contractor is not financially responsible for inpatient hospital services when
t he Me mimay diagnosis is physical in nature, even when the physical
health hospitalization includes some covered psychiatric conditions or
procedures to treat a secondary covered psychiatric diagnosis.

5.12.5.6.2.3 The Contractor is not financially responsible for inpatihospital services when

the Memberds primary diagnosis i s a su
time of admission.
512563 The Contractor is financially responsib

standing inpatient psychiatric facility, when ti\dember is presenting with
psychiatric symptoms, for the purposes of acute stabilization, safety and assessment
to determine whether or not the pri mar
admission to the hospital is a mental health disorder or substandesasder.

5.12.5.6.3.1 The Contractor is financially responsible until a substance use disorder diagnosis
is determined to be the primary diagnosis, at which point the Contractor shall no
longer be responsible for continued acute stabilization, safety, and assessment
services asociated with that admission.
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5.12.5.6.3.2

If a mental health disorder is determined to be the primary diagnosis, the
Contractor shall be financially responsible for the remainder of the inpatient
hospital services, ddedically Necessarin accordance with 10 CCRA5-10
§8.076.1.8 The assessment period shall generally not exceed séwen(y2)
hours.

5.12.5.7 NonState Plan 1915(b)(3) Waiver) Services

5.125.7.1

5.125.7.1.1

5.125.7.1.2

5.125.7.1.3

5.125.7.1.4

5.125.7.1.5

5.12.5.7.1.6

The Contractor shall provide or arrange for the following 1915(b)(3) Waiver
services to Members in at least the sc@mount and duration proposedtire
Uniform Service Coding Standards (USCS) Manuwall 1915(b)(3) services
provided to children/youth from age 0 to 21, except for respite and vocational
rehabilitation, are included in the State Plan as Expanded EPSDdeserv

Vocational Services Services designed to assist adult and adolestembes

who are ineligible for state vocational rehabilitation services and require long
term services and supports in developing skills consistent with employment
and/or in obtaing employment.

Intensive Case Managemén€Communitybased services averaging more than
one hour per week, provided to children and adults with serious behavioral
health needs who are at risk of a more intensive twieniry(24) hour placement

and whoneed extra support to live in the community.

Prevention/Early Intervention Activiti@#sScreening and outreach to identify at

risk populations, proactive efforts to educate and empower Members to choose
and maintain healthy life behaviors and lifestyldmt promote positive
behavioral health. Services can be populabased, including proven media,
written, peer advocate, and group interventions, and are not restricted-to-face
face interventions.

Clubhouse and Drojn Centerd In clubhouses, Membegutilize their skills for
clerical work, data input, meal preparation, providing resource information or
reaching out to fellow Members. Staff and Members work-Bigside, in a
unique partnership. In drap centers, Members plan and conduct programs
and activities in a clutlike setting.

Residentiali Any type of twentyfour (24) hour psychiatric care, excluding
room and board, provided in a nbospital, nomursing home setting, where

the Contractor provides supervision in a therapeutic environment. Residential
services are appropriate for childrgmuth, adults and older adults who need
twenty-four (24) hour supervised care in a therapeutic environment.

Assertive Community Treatment (AQTA service delivery model providing
comprehensive, individualized, localbased treatment to adult Membershwit
serious behavioral health disorders. ACT services are provided by a
multidisciplinary treatment team and are available twéoty (24) hours a day,
seven (7) days a week, thyeendred sixtyfive (365) days a year.
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5.125.7.1.7

5.125.7.1.8

5.12.5.7.2

5.12.5.7.3

Recovery Services Recoveryorientedservices promote sefhanagement of
psychiatric symptoms, relapse prevention, treatment choices, mutual support,
enrichment, social supports, and rights protection. Services may be provided at
schools, churches or oth€ommunity locations. Services incledbut are not
limited to, peer counseling and support services,-pgeemployment services,

peer mentoring for children and adolescents, recovery groups, warm lines and
advocacy services. Contractors shall utilize the competeasgd guidelines
included in the Peer Specialist Core Competencies Appendix of the Uniform
Service Coding Standards (USCS) Manta training peer support specialists
and recovery coaches.

Respite Serviceés Temporary or shoiterm care of a child, adolescent or adult
providedby adults other than the birth parents, foster parents, adoptive parents,
family Clients or caregivers with whom the Member normally resides, that is
designed to give the usual caregivers some time away from the Member to allow
them to emotionally rechargasd become better prepared to handle the normal
day-to-day challenges.

The Contractor shall regularly evaluate the effectiveness of the 1915(b)(3) Waiver
services over the life of the contract. Any changes ta®i&(b)(3) Waiveservices

shall be propsed to and approved by the Department prior to implementation of
the changes.

The Contractor shall submit a quarterly 1915(b)(3) Services Report to the
Department. The report must list specific 1915(bNBaiver services and the
expenditure amounts assdeid with each service provided within that quariée
Contractor shall submit this information in a Department approved template
AppendixN 1915(b)(3) Services Report

5.12.6 Service Limits

5.12.6.1 The Contractor shall provide covered services in an amount, dyratidrscope that
is no less than the amount, duration, and scope furnished &edéor-Service
Medicaid.

5.12.6.2 The Contractor shall ensure that services are sufficient in amount, duration, or scope
to reasonably be expected to achieve the purpose for wieidethices are furnished.

5.12.6.3 The Contractor is prohibited from arbitrarily denying or reducing the amount, scope
or duration of a required service solely because of the diagnosis, type of illness or
condition.

5.12.6.4 The Contractor may place appropriate limitsaoservice:

5.12.6.4.1

5.12.6.4.2

On the basis of criteria applied under the Medicaid State Plan, sudikdsal
Necessity

For Utilization Management, provided the services furnished can reasonably be
expected to achieve their purpose.
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5.12.6.5 The Contractor shall inform Members tbeir familiesflesignatedepresentative) by
email, phone, or mail of the approved timeframe for select authorized services, such
as residential treatment and inpatient hospitalizations, so that Members (or their
representativgsare aware of how long the services have been authorized for and
therefore may request a continuation of and/or additional services if nédued.
Contractor shall record and document iification of Members and families.

5.12.6.6 The Contractor shall estlish clear and specific criteria for discharging Members from
treatment. Criteria shall be included in Member materials and information.
Individualized criteria for discharge agreed upon by Member and Provider shall be
noted in the Mecctand hadifidd,dndgredment, asrnecessary.

5.12.6.7 The Contractor is not liable for any Covered Services provided prior to the date a
Member is enrolled under this Contract or after the datissefhrollment.

5.12.6.8 The Contractor shall not hold a Member liable @mvered Services:
5.12.6.8.1  Provided to the Member, for which the Department does not pay the Contractor

5.12.6.8.2  Provided to the Member, for which the Department or Contractor does not pay the
provider that furnishes the service under a contract, referral, or other arrangement

5.12.6.8.3  Furnished under a contract, referral or other arrangement to the extent that those
paymens are in excess of the amount the Member would owe if the Contractor
provided the services directly

5.12.6.9 If the Contractor is unable to provide covered behavioral health services to a particular
Member within its network, the Contractor shall adequately andlyiprovide the
covered services ouif-network at no cost to the Member.

5.12.7 Service Planning, Coordination and Care Transitions

51271 Based on the Member s needs and | evel of
they hae procedures for the following

5.12.7.1.1 Intakeand Assessment: The Contractor shall ensure that each Member receives an
individual intake and assessment appropriate for the level of care needed.

5.12.7.1.2  Service Planning: The Contractor shall have a service planning system that uses the
information gatherechi t he Member 6s i ntake and asses
(the service plan may also be known as a treatment plan or a Member care plan).

5.12.7.1.3 Transitions of Care: The Contractor shall provide continuity of care for Members
who are involved in multiple systes and experience service transitinosn other
Medicaid programsnddelivery systems

5.12.7.1.4 Continued Services tdMembers The Contractor shall Co
transition of care policy to ensure the continued access to services during a
transition fom one RAE to another RAE as required'C.F.R. 8438.62

5.12.8 Utilization Management

5.12.8.1 The Contractor shalinsureaccess to and appropriate utilization of covered behavioral
health serviceby establising and maintaimg a utilization management program
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5.12.8.2 The Contractor shall designate an appropriately qualified clinician to direct the
utilization management program.

5.12.8.3 The Contractor shall creaienplement and make publicly availableritten utilization
management criteria and guidelines developed or adopted with involvement from
practicing providers or nationally recognized standards.

51284 The Contractoroés utilization management
to services.

5.12.8.5 If the Contractor determines that the Member does not meet standavtidiofl
Necessityfor mental health and substance use disorder services, the Contractor shall
inform the Member about how other appropriate services may be obtained, pursuant
to fedeal Medicaid managed care rules, and coordinate within their system and the
Health Neighborhood to refer them to the appropriate providers (e.g., CCBs, SEPS).

5.12.8.6 The Contractor shall adopt practice guidelines that consider the needs of its Members
and are bad on valid and reliable clinical evidence or a consensus of health care
professionals in the particular field.

5.12.8.6.1 The Contractor shall adopt, and update periodically as appropriate, practice
guidelines in consultation with contracting healthcare professional

5.12.8.6.2 The Contractor shall disseminate the practice guidelines to all affected Providers
and, upon request, to Members and potential Members.

5.12.8.6.3 Decisions regarding utilization management, Member education, coverage of
services, and other areas to which pracgaidelines apply should be consistent
with such practice guidelines.

5.12.8.7 The Contractor shall submit an annual Child Mental Health Treatment Act (CMHTA)
Report that lists all the children/youth authorized for placement in a residential
treatment setting bihe Contractor under the CMHTA.

5.12.9 FQHC And RHC Encounter Reimbursement

5.12.9.1 The Contractor shall reimburse the FQHC or RHC by at least the encounter rate in
accordance with 10 CCR 250® § 8.700.6 and the Medicaid State Plan for each
FQHC or RHC visit, for serees identified in 10 CCR 250B0 8 8.700.3 for allowable
costs identified in 10 CCR 2508 § 8.700.5.The Department reserves the right to
change the minimum requirement payment to FQHCs to align with FQHC payment
reforms in the future

5.12.9.1.1 Each FQHC and RH@as an encounter rate calculated in accordance with 10 CCR
2505108 8.700.6C.

5.12.9.1.2 The Departmentotifiesthe Contractor of the FQHC and RHC rates on a quarterly
basis.
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5.12.9.1.3 The Department condwgiguarterly accuracy audits with FQHCs and RHCs.
Should the Department recognize any discrepancy in FQHC or RHC payments (less
than the full encounter rate), the Contragsresponsible for reimbursing the
FQHC or RHC the difference of the encounter paymand the initial
reimbursement amount. FQHC and RHC visits are defined in 10 CCR1Z&®5
8.700.1.

5.12.9.2 If multiple behavioral healtlservices are provided by an FQHC or RHC within one
visit, the Contractoshallrequire a claims submission from the FQHOR»C with
multiple lines of services and the same claim number. The Contractor is required to
pay the FQHC or RHC at least the encounter rate.

5.12.9.3 The Contractor shall submit the encounter data for FQHC and RHC visits to the
Department per the specification®pided inSection 5.13.3.3

51294 The Contractor shall participate in the
FQHCs and RHCs and is required to complete the documentation located at
https://www.colorado.gov/pacific/hcpf/federaitpualified-healthcenterforms upon
t he Department s request.

5.12.10 Physician Incentive Plans

5.12.10.1 The Contractor shall disclose to the Department at the time of contracting, or at the
time any incetive Contract is implemented thereafter, the terms of any physician
incentive plan.

5.12.10.1.1 Physician incentive plan means any compensation arrangement to pay a physician
or physician group that may directly or indirectly have the effect of reducing or
limiting the services provided to any Member.

5.12.10.2 Physician incentive plans may operate only if no specific payment can be made
directly or indirectly under a physician incentive plan to a physician or physician group
as an incentive to reduce or linMtedically Necessarservices to a Member.

5.12.10.3 If the Contractor puts a physician or physician group at a substantial financial risk for
services not provided by the physician or physician group, the Contractor must ensure
that the physician or physician group has adequatel@ssgprotection.

5.12.11 Third Party Payer Liability

5.12.11.1 The Contractor shall develop and implement systems and procedures to identify
potential third parties that may be liable for payment of all or part of the costs for
providing coveredservices under thi€ontract.All Members are required to assign
their rights to any benefits to the Department and agree to cooperate with the
Department in identifying third parties who may be liable for all or part of the costs of
providing services to the Member, as aditon of participation in the Medicaid
program.

5.12.11.1.1 Potential liable third parties shall include any of the sources identified in 42 C.F.R.
8433.138 relating to identifying liable third parties. The Contractor shall coordinate
with the Department to obtaimformation from other state and federal agencies
and the Contractor shall cooperate with the Department in obtaining information
from commercial third party resources.

104


https://www.colorado.gov/pacific/hcpf/federally-qualified-health-center-forms

5.12.11.1.2 The Contractor shall, on a monthly basis, notify the Department's fiscal agent, by
teleghone or in writing, of any third party payers, excluding Medicare, identified
by the Contractomn a Third Party Identification Reportf the third party payer is
Medicare, the Contractor shall notify the Department and provide the Mé&mber
name and Medaid identification along with the Medicare identification number.
If the Member has health insurance coverage other than Medicare, the Contractor
shall submit the following information:

5.12.11.1.2.1 Medicaid identification number

5.12.11.1.2.2 Membefs social security number

5.12.11.1.2.3 Membefs relationship to policyholder

5.12.11.1.2.4 Name, complete address, and telephone number of health insurer
5.12.11.1.2.5 Policy Member identification and group numbers

5.12.11.1.2.6  Policy Membeés social security number

5.12.11.1.2.7 Policy Membegs full name, complete address and telephone number
5.12.11.1.2.8 Daytime teéphone number where Member can be reached

5.12.11.2 The Contractor shall actively pursue and collect from third party resources that have
been identified except when it is reasonably anticipated by the Contractor that the cost
of pursuing recovery will exceed the aomt that may be recovered by the Contractor.

5.12.11.3 The Contractor shall provide a quarterly report of all third party recovery efforts and
amounts recovered by Medicalient ID, category of assistance and date of service
to the Department. The report shHadl provided on compact disc (CD) or by encrypted
email, no later than thirty (30) days following the end of each quarter.

5.12.11.4 In addition to compensation paid to the Contractor under the terms of this Contract,
the Contractor may retain as income all amoustsvered from third party resources,
up to the Contractords reasonabl fousend nec
and the full amounts paid by the Contractal&iworkProviders, as long as recoveries
are obtained in compliance with the Contraictl state and federal laws.

5.12.11.5 The Contractor shall not restrict accessdweredservices due to the existence of
possible or actual third party liability.

5.12.11.6 The Contractor shall inform Members, in its written communications and publications
that Members hal | comply with the Contractoro6s
within the Contractor's network, prior to receiving Nemergency medical care. The
Contractor shall also inform its Members that failure to follow the Conti@ctor
protocols will resit in a Member being liable for the payment or cost of any care or
services that the Contractor would have been liable to pay. If the Contractor
substantively fails to communicate the protocols to its Members, the Member is not
liable to the Contractor dhe Provider for payment or cost of the care or services.
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5.12.11.7 The Contractor shall inform Members, in its written communications and publications,
that when a third party is primarily liable for the payment of the costs of a Mé&nber
medical benefits, the Merab shall comply with the protocols of the third party,
including using Providers within the third paiynetwork, prior to receivingon
emergency medical care.

5.12.11.8 With the exception oBection5.12.11.9%nd except as otherwise specified in contracts
betweerthe Contractor anNetworkProviders, the Contractor shall pay all applicable
co-payments, coinsurance and deductibles for appra@esdred services for the
Member from the third party resource using Medicaid leafgoricing methodology
except that, iny event, the payments shall be limited to the amount that Medicaid
would have paid under Medicakttefor-Service:

5.12.11.8.1 The sum of reported third party coinsurance and/or deductible or

5.12.11.8.2 The ColoradoMedicaid allowed rate minus the amount paid by the third party
whichever is lower.

5.12.11.9 The Contractor shall pay, except as otherwise specified in contracts between the
Contractor andNetwork Providers, all applicable copayment, coinsurance and
deductibles for approved Medicare Part B Services processed by Medicare Part
These services include therapies and other ancillary services provided in a skilled
nursing facility, outpatient dialysis center, independent rehabilitation facility or rural
health clinic. In any event, payments shall be limited to the amount thataidi
would have paid under Medicaigkefor-Service.

5.12.11.10The Contractor shall also inform its Members, in its written communications and
publications, that failure to follow the third pa@yprotocols will result in a Member
being liable for the payment or the cost of any care or any service that the third party
would have been liable to pay except that, if the third party or the sqnaciler
substantively fails to communicate the pratiscto the Member, the items or services
the third party is liable for are neeimbursable under the terms of this Contract and
the Member is not liable to theovider.

5.12.11.11The Contractor shall include information in the Contractor's Member handbook
regardiry its rights and the Member's obligations under this section of the Contract
and25.54-301, C.R.S.

5.12.12 Medical Loss Ratio (MLR)
5.12.12.1 TheContractor shall havelMedical Loss RatioNILR) of eighty-nine percent (89%).

5.12.12.2 TheContractor shaltalculate a&apitatedBehavioral HealthrBenefitMLR each SFY
using the template provided by the Department.

5.12.12.2.1 The MLRis rounded to threeecimal placesFor example, if the MLR is 0.8255
or 82.55%, it shall be rounded to 0.826 or 82.6%.
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5.12.12.2.2 The MLR Target will be decreased by one petc(1%) for each quality measure
target (MLR Quality Target) that the Contractor meets or exceed#\ fgamndix
X: Quality Target Tablé¢under development)The lowest possible Adjusted MLR
Target is four percent (4%) lower than the MLR Target, or etfjlaey percent
(85%). If the Contractor does not meet any MLR Quality Targets, then the
Adjusted MLR Target is equal to the MLR Target, eighiye percent (89%).

5121223 I f the Contractordés MLR does not meet o
the Contractoshall reimburse the Department the difference using the following
formula:

5.12.12.2.3.1 Reimbursement amount shall equal tb&altamount of capitatiorpayments
received by the Contractor multiplied
MLR and the Adjusted MLR Trget.

5.12.12.2.3.2 The Contractor shall reimburse the Department within thirty (30) days of the
Department finalizing the MLRalidation The Department shall designate the
MLR rebate and initiate the recovery of funds process by providing notice to the
Contractor ofthe amount due, pursuant to 10 CCR 2305 8.050.3 AC
Provider Appeals, as well 88.050.6 Informal Reconsiderations in Appeals of
Overpayments Resulting from Review or Audit Findings.

5.12.12.3 The MLR will be calculatedaccording to the instructions providesh the MLR
templateand the guidance provided in €2F.R. §438.8

5.12.12.3.1 The first annual measurement period will begin ugwstartof the Operational
Periodof this Contract and end on June 30, 2019.

5.12.12.3.2 Subsequent annual measurement periods will align thihstate fiscal year
beginning on July 1 and ending on June 30 of the subsequent calendar year.

5.12.12.3.3 TheContractomwill allow for four (4) months claims runout befocalculatingthe
MLR. The validation of the MLRby the Departmentnay take an additionéive
(5) months.

5.12.12.3.4 The Department will validate the MLR after any annual adjustments are made. The
Department willdiscuss with the Contractor any adjustments that must be made to
the Contractords calculated MLR

5.12.12.3.5 The Contractor must submit all encounteasidited financial statements and
reporting, and flat files for the measurement period, before the Department can
validate the MLR. SeeSection 5.13.3.3 Behavioral HealthEncounter Data
ReportingandAppendixU Medical Loss Ratio (MLR) Calculation Template.

5121236 The Contractoros Medi cal Spend wi ||l b e
submittel through thest at e 6 s @terChange, das well as audited
suppl emental data provided in the Contr
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5.12.13 Medicaid Payment in Full

5.12.13.1 Exceptas allowed in this Contract, the Contractor shall not, for any reason, bill, charge,
collect a deposit from, seek compensation, remuneration or reimbursement from or
have any recourse against a Member, or ar
Coveral Services provided pursuant to this Contract.

5.12.13.2 Except as allowed in this Contract, the Contractor shall ensure that all of its
Subcontractors andNetwork Providers do not, for any reason, bill, charge, collect a
deposit from, seek compensation, remunenatio reimbursement from or have any
recourse against a Member, or any per sons
Contractor, folcoveredservices provided pursuant to this Contract.

5.12.13.3 This section shall not be construed to limit the ability of any dfe Contr act o
Subcontractors ddetworkProviders to bill, charge, seek compensation, remuneration
or reimbursement from or have any recourse against the Contractor for any service
provided pursuant to this Contract or any other agreement enterdeketateen that
Subcontractor oNetwork Provider and the Contractor.

5.12.13.4 This provision shall survive the termination of this Contract, for authorized services
rendered prior to the termination of this Contract, regardless of the reason for the
termination. Thigrovision shall be construed to be for the benefit of the Contractor's
Members.

5.12.13.5 For fees or premiums charged by the Contractor to Members, the Contractor may be
liable for penalties of up to $25,000 or double the amount of the charges, whichever is
greate. The Department will deduct from the penalty the amount of overcharge and
return it to the affected Members.

5.12.14 As a precondition for obtaining federal financial participation for payments under this
agreement, per 45.ER. 8895.1 and 95.7, the Department must file all claims for
reimbursement of payments to the Contractor with CMS within 2 years after the calendar
quarter in which the Department made the expenditure. The Contractor and the
Department will work jointly to enge that reconciliations are accomplished as required
by CMS for timely filing. I f the Depart me
capitation payments withinwo (2) years after the calendar quarter in which the
Department made the expenditurgedo inadequate or inaccurate Contractor records,
and the Department does not meet any of the exceptions listed &.BR5895.19, no
claims or capitations will be paid to the Contractor for any period of time disallowed by
CMS. Furthermore, the Deparént shall recover from the Contractor all claims and
capitations paid to the Contractor for any period of time disallowed by CMS.

5.12.15 DELIVERABLES
5.12.15.1 DELIVERABLE: Utilization Management Program and Procedures

5.12.15.1.1 DUE: Thirty (30) days after th€ontract Effective D and thirty (30) days after
any significant change is made.

5.12.15.2 DELIVERABLE: 1915(b)(3) Waliver Services Report
5.12.15.2.1 DUE: Quarterly, fortyfive (45) days after the end of the reporting quarter.
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5.12.15.3 Child Mental Health Treatment Act (CMHTA) Report

5.12.15.3.1 DUE: Annually on Segmber 1.

5.12.15.4 DELIVERABLE: Third Party Identification Report

5.12.15.4.1 DUE: Ten (10) business days following the reporting month.
5.12.15.5 DELIVERABLE: Third Party Recovery Report

5.12.15.5.1 DUE: Within thirty (30) days following the end of the reporting quarter.

5.13 DATA, ANALYTICS AND CLAIMS PROCESSING SYSTEMS
5.13.1 Central Role of Data and Analytics

5.13.1.1 The Contractor shall use data and analytics to successfully operate the Accountable
Care Collaborative ProgramData and information are used for a range of
management, coordination and care activitisech as process improvement,
population health management, federal compliance, claims processing, outcomes
tracking and cost control.

5.13.1.2 The Contractor shall understand the key cost drivers within its region and identify
where there is unexplained and unwarranted variation in costs in order to develop and
implement interventions.

5.13.1.2.1 The Contractor shall be responsible for monitoring wiilan of low value services
and analyzingcost categories that are growing faster than would normally be
expected

5.13.1.2.2 The Contractor shall incorporate risk adjusted utilization expectations into its
analytic procedures as Members with more complex conditionsneeds are
expected to use more resources.

5.13.1.3 The Contractor shall possess the resources and capabilities to leverage existing data
systems and analytics tools or create new ones as necesganyoton the Work,
conscioudo avoid the creation of duplicagwsystems

5.13.1.4 The Contractor shall use existing tools provided by the Deparndrither available
resources teestablish performance benchmarks and monitor provider performance
across key cost and utilization metrics.

5.13.1.4.1 Colorado interChangeMIS)

5.13.1.4.1.1 The Contractor shall maintain an interface that enables the Contractor to use the
Colorado interChange to retrieve eligibility, enrollment and attribution
information for Members.

5.13.1.4.1.2 At a minimum, the Contractor shall have the capabilities to utilize arakpso
HIPAA standard transactions, such as the 834 form.

5.13.1.4.2 Business Intelligence and Data Management (BIDM) System
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5.13.1.4.2.1 The Contractor shall use BIDM, ther o g r amalyfics system, to access
Medicaid claims and encounter data for physical, behavioral and dentedles.
The BIDM will directly interface with existing and future Medicaid data systems
(interChange, AxisPoint Vital (LTSS care coordination tool) and Pharmacy
Benefit Management System) while building capacity to exchange health
information with othedata sources, including clinical data.

5.13.1.4.2.2 The Contractor shall have the capability to use data to create meaningful and
actionable information, and interpret such information to provide leadership and
guidance to providers, partners and the Department.

5.13.1.4.2.3 The Gntractor shall access standard analytics and reports, including trended
Key Performance Indicator data, nationally recognized quality and utilization
measures, and cost data.

5.13.1.4.2.4 The Contractor shall design queries and searches it requires and interpret the
results of the queries and searches it conducts.

5.13.1.4.2.5 The Contractor shall share with the Network Provigdies BIDM andwith the
Department any specific findings or important trends discovered through the
Contractordos analysis woh the availabl e

5.13.1.4.2.6 The Contractor shall take appropriate action, based on the results of its searches,
gueries and analyses, to improve performance, target efforts on areas of,concern
and apply the information to make changes and improve the health of the
Cont r aMembes: 0 s

5.13.1.4.2.7 The Contractor shall support and encourage Network Provider use of the BIDM
Web Portal.

5.13.1.5 The Contractor shall ensure that it consistently meets all federal regulations regarding
standards for privacy, security, electronic health care transaationindividually
identifiable health information, the privacy regulations found at £2RCPart 2, 45
C.F.R. 88160, 162 and 164, the Health Insurance Portability and Accountability Act
of 1996 (HIPAA) as amended by the American Recovery and Reinvesfuenf
2009 (ARRA)/HITECH Act (P.L. 11-D05), and State of Colorado Cyber Security
Policies. See Colorado Cyber Security Policies at http://oit.state.co.us/ois/policies.

5.13.1.6 The Contractor shall control the use or disclosure of Protected Health Information
(PHI) as required by the HIPAA Business Associate agreement or as required by law.
No confidentiality requirements contained in this RFP shall negate or supersede the
provisions of the HIPAA privacy requirements.

5.13.1.7 The Contractor shall submit a data govermanalicy for approval by the Department.

513171 The Contractorés data governance policy
Contractor will allow other entities, including providers am@bmmunity
organizations, full access to Member level data, including bemavioral health
data will be shared.

5.13.1.7.2  The Contractor shall update the data governance policy annually.
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5.13.1.7.3

The Contractor shall report on the status and results of these governance activities

annually.

5.13.2 Systems the RAE Must Maintain
5.13.2.1 Care Coordination Tool

5.13.2.1.1

5.13.2.1.2
5.13.21.2.1
5.13.2.1.2.2
5.13.2.1.2.3
5.13.2.1.3

5.13.2.1.3.1

5.13.2.1.3.2
5.13.2.1.3.3
5.13.2.1.34
5.13.2.1.3.5

5.13.2.1.3.6
5.13.2.1.3.7
5.13.2.1.4

5.13.2.1.5

5.13.2.1.6

The Contractor shall possess and maintain an electronic Care Coordination Tool to
support communication and coordination among members of the Provider Network

and Health Neighborhood. The Contractor shall make it available for use by

providers and care cadinators not currently using another tool.

The Contractor shall ensure that the Care Coordination Tool:

Works on mobile devices

Supports HIPAAcompliant data sharing

Provides rolebased access to providers and care coordinators

The Contractor shaéinsure the Care Coordination Tool can collect and aggregate

at a minimum, the following information:

Name and Medicaid ID of Member for whom Care Coordination interventions
were provided
Age
Gender identity
Race/ethnicity
Name of entity or entitiespradvii ng Car e
choice of lead care coordinator if there are multiple coordinators
Care Coordination notes, activities and Member needs
Stratification level
The Contractords Care

Member, such as clinical history, medications, social supports, Community

resources, and Member goals.

The Contractor shaltollect and be able to report the informatioentified in

Coor di

nat i

on

Coor di n aapture n
information that can aid in the creation and monitoring of a care plan for the

Section 5.13.2.1.3For its entire network. Although Network Providers and
subcontracted Care Coordinators may use their own data collection tools, the
Contractor shall require them to collect and report on the datae

The Contractor shallvork with the Department to plan for how the Care

Coordination Tool can exchange data with other Department tools such as BIDM

and the LTSS Case Management system.

5.13.2.2 Claims Processing System for Capitated Behavioral Health Benefit

5.13.2.2.1

The Contractor shathaintain a claims processing system to reimburse providers

i n

Too

for covered services under the Capitated Behavioral Health Benefit, and produce

encounter claims.
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5.13.2.2.2

5.13.2.2.3
5.13.2.2.3.1

5.13.2.2.3.2

The Contractoro6s claims processing shal
the billing pocedure codes specified in the Uniform Service Coding Standards
(USCS) Manual. The USCS Manual can be f

Behavioral Health Encounter Data Reporting

The Contractor shall submit &hcounterData on all State Plan and 196}(3)

Waiver services included within the Capitated Behavioral Health Benefit
electronically, following the Colorado Medical Assistance Program policy rules
found in Volume VIII, the Medical Assistance Manual of the Colorado
Department of Health Care Pglicand Financing (Program Rules and
Regulations) or in the Colorado Code of Regulations (10 CCR-26D3%t is

the Contractords responsibility to en

encounter data meets the statebdbs stand

The Contractor shalubmitEncounteData in the ANSI ASC X12N 837 format

directly to the Departmentdés fiscal ac

protocol. The 837 format encounter claims, reflecting paid, adjusted or denied
by the Contractor, shall be submitted vieegular monthly batch process. All
encounter claims shall be submitted in accordance with the following:

5.13.2.2.3.2.1 Applicable  HIPAA transaction guides posted available at

http://www.wpcedi.com.

5.13.2.2.3.2.2 Provider Billing Manual Guidelines available at:

http://www.colorado.ga/hcpf.

5.13.2.2.3.2.3 837 X12N Companion Guide Specifications available at

5.13.2.2.3.3

5.13.2.2.3.4

5.13.2.2.35

5.13.2.2.35.1

http://www.colorado.gov/hcpf.

The Contractor shall submit and determine the acceptability dnalbunter

Data within 90 days of an adjudicated claim. If the Contractor is unable to make
a submssion during a certain month, the Contractor must notif{pmgartment

of the reason for the delay and the estimated date whebepartmentcan
expect the submission.

The Contractor must make an adjustment to encounter claims thleen
Contractordiscovers the data is incorrect, no longer valid, or some element of
the claim not identified as part of the original claim needs to be changed except
as noted otherwise. If the Department discovers errors or a conflict with a
previously adjudicated encoten claim, the Contractor shall adjust or void the
encounter claim within fourteen (14) calendar days of notification by the
Department.

The Contractor shaBubmit accurate encountelaim no later than 120 days
following the date on which th@ontractoradjudicateda provider claim.

The Contractorshall submit monthly data certifications for &hcounter

Data used for rate setting, in compliance with 42 C.BR38.604 and
438.606. Data certification shall include certification that data submitted is
accurate, complete and truthful, and that all paid encounters are for covered
services provided to or for enrolled Members.
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5.13.2.2.3.6

5.13.2.2.3.7

5.13.2.2.3.8

5.13.2.2.3.8.1

5.13.2.2.3.8.2

5.13.2.2.3.8.3
5.13.2.2.3.8.4

5.13.2.2.3.8.5

The Contractor shall submit its rdamcounteData, excluding data protected by

42 CF.R. Part 2, to the Colorado APayer Claims Daibase (APCD) in
accordance with the guidelines found in the most current version of the Center
for Improving Value in Health Care: Colorado Ahyer Claims Database Data
Submission Guide found at http://www.colorado.gov/hcpf. The data submitted
to the APM will be used in the calculation of performance measures.

The Contractor shall comply with changes in Department data format
requirements as necessary. The Department reserves the right to change format
requirements following consultation with the Contaa, and retains the right to

make the final decision regarding format submission requirements.

TheContractor shall use enrollment reports to identify and confirm membership
and provide a definitive basis for payment adjustment and reconciliation. Such
data transmissions and enrollment reports shall include:

HIPAA compliant X12N 820 Payroll Deducted and Other Group Premium
Payment for Insurance Products transaction

HIPAA X12N 834 Health Care Enrollment and Maintenance standard
transaction

HIPAA X12N 834 [xnily Roster

HIPAA X12N 834 Monthly Roster: Generated on the first business day of
the month

Colorado interChange Encounter Reconciliation Report

5.13.3 Deliverables

5.13.3.1 DELIVERABLE: Certified encounter data submission
5.13.3.1.1 DUE: Monthly

5.13.3.2 DELIVERABLE: Data Governance Poli@gnd Activities Update
5.13.3.2.1 DUE: Annually on July 31
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5.14 OUTCOMES, QUALITY AS SESSMENT AND PERFORMANCE
IMPROVEMENT PROGRAM

5.14.1 Continuous Quality Improvement

5.14.1.1 The Contractor shall implement and maintain an ongoing comprehensive quality
assessment and performance impnogat progran{Quality Improvement Program)
that complies with 42 C.F.R.438.310-370.

5.14.1.2 The Contractor shall take into consideration the federal definition of quality when
designing its program. The Centers for Medicare and Medicaid Ser(@ids)
definesquality as the degree to which the Contractor increases the likelihood of
desired outcomes of its Members through its structural and operational characteristics,
the provision of services that are consistent with current professional, eviokesext
knowledge and interventions for performance improvement.

5.14.1.3 The Contractor shall create a single, unif@ahlity Improvement Prograthat meets
federal requirements for both tRE€CM Entity andPIHP.

5.14.2 Quality Improvement Program

5.14.2.1 The Contractad Quality Improvement Prograrshalla | i gn wi t h t he De|
Quiality Srategy andnclude population health objectives as well as clinical measures
of quality care. Quality Improvement Program activities shall, at a miniroonsjst
of the following:

5.14.2.1.1 Performance improvement projects

5.14.2.1.2 Collection and submission of performance measurement data, incMeimdper
experience of care

5.14.2.1.3  Mechanisms to detect both underutilization and overutilization of services

5.14.2.1.4  Mechanisms to assess the quality and appropriateheaee furnished to Members
with special health care needs as defined by#j@artment

5.14.2.1.5 Quality of care concerns
5.14.2.1.6  External Quality Review
5.14.2.1.7  Advisory committees and learning collaboratives

5.14.2.2 The Contractor shaldevelop andsubmit a Quality Improvement Plan tihe
Department and/or its designee outlining hitne Contractoplarns to implementits
Quality Improvement Program. The Contractor shall make reasonable changes to the
Quality I mprovement Plan at the Depart met

5.14.2.3 Upon Department approval, th@@ractor shall implement the Quality Improvement
Plan.

5.14.2.4 The Contractor shall submit adnnual Quality Reporto the Department and/or
designee, detailing therogress and effectivenessedch component afs Quality
ImprovemenProgram The Contractor sl include the following in the report

5.14.2.4.1 A description of the techniques the Contracteedto improve its performance
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5.14.2.4.2 A description ofthe qualitative and quantitative impact the techniques had on
quality

5.14.2.4.3  Opportunities for improvement
5.14.2.5 The Contractortsll publicly post its Annual Quality Report.
5.14.3 Performance Improvement Projects

5.14.3.1 The Contractor shall conduct Performance Improvement Projects designed to achieve
significant improvement, sustained over time, in clinical care and nonclinical care
areas thatire expected to have a favorable effect on health outcomes and Member
satisfaction.

5.14.3.2 The Contractor shall complete Performance Improvement Projects annually to
facilitate the integration of project findings and information into the overall quality
assessmérand improvement program, and to produce new information on quality of
care each year.

5.14.3.3 The Contractor shall have a minimum of two (2) Performance Improvement Projects
chosen in collaboration with the Departmennte that addressgshysical health (may
include behavioral health integration into physical health) and that addresses
behavioral health (may include physical health integration into behavioral health).

5.14.3.3.1  The Contractor shall conduct Performance Improvement Projects on topics selected
by the Dejrtment or by CMS when the Department is directed by CMS to focus
on a particular topic.

5.14.3.4 The Contractor shallave the capacity to condugt to two (2) additional Performance
Improvement Projects as required and identified by the Department and/oaf@&vS
Year 1 of the Contract

5.14.3.5 The Contractor shall ensure that Performance Improvement Projects include the
following:

5.14.3.5.1 Measurement of performance using objective quality indicators.

5.14.3.5.2 Implementation of system interventions to achieve improvement in quality.
5.14.3.5.3  Evduation of the effectiveness of the interventions.

5.14.3.5.4  Planning and initiation of activities for increasing or sustaining improvement.

5.14.3.6 The Contractor shall participate in an annual Performance Improvement Project
learning collaborative hosted by the Department that includes sharing of data,
outcomes, and interventions.

5.14.3.7 The Contractor shall submit Performance Improvement Projects fdatiah by the
Department 6s External Quality Revi ew
compliance with requirements set forth in @F.R. 8438.350,and as outlined in
External Quality Review Organization Protocol for Validating Performance
Improvement Projes. These requirements include

514.3.7.1 Measurement and intervention to achieve a measurable effect on health outcomes
andMembersatisfaction
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5.14.3.7.2 Mechanisms to detect both undsgilization and oveiutilization of services

5.14.3.7.3 Mechanisms designed to assess the quality and appropriateness of care furnished to
Membes with special health care needs

5.14.3.7.4  Measurement of performance using objective valid and reliable quality indicators
5.14.3.7.5 Implementation of system interventions to achieverowpment in quality
5.14.3.7.6  Empirical evaluation of the effectiveness of the interventions

5.14.3.8 The Contractor shall summarize the status and results of Badbrmance
ImprovementProject in the Annual Quality Report and when requested by the
Department.

5.14.4 Performance Measurement

5.14.4.1 The Contractor shall participate in the measurement and reporting of performance
measures required by the Department, with the expectation that this information will
be placed in the public domain.

5.14.4.2 The Contractor shall work with the Deparimeo develop measurement criteria,
reporting frequency and other components. Diepartment will determine the final
measurement criteria

5.14.4.3 The Contractor shall provide data, as required, to enable the Department or its designee
to calculate the performaaeneasuresinless the performance measure is specifically
calculated by the Department

5.14.4.4 The Contractor shall support Network Providers to collect and report information
required to calculate the performance measures.

5.14.45 The Contractor shall track their permance on identified measures monthly through
the BIDM and other data resources as appropriate.

5.14.4.6 The Contractor shall have the opportunity to provide comments regarding any and all
of the Departmentdos documented ocmtceul at.
measures prior to the first distribution of funds.

5.14.4.7 The Contractor shall track and report on additional performance measures when they
are developed and required by CMS, stade or the Department.

5.14.4.8 Accountable Car€ollaborativePay for Performance

5.14.4.8.1 The Contractor shall participate three (3) components @iy for performance
created from$4 withheld f r om t he Accountabl e Car e
administrative funding.

5.14.48.1.1 Key Performance Indicators:

5.14.48.1.1.1 The Contractor shall work tamprove performancefor up to nine Key
Performance Indicators (KPIs) in order to earn performance payniéms.
KPIs will consist ofeight (8)measures defined by the Department, plus one
(1) measure that the RAE can choose from a list of options offered by the
Department.

5.14.48.1.1.2 The Departmentds eight (8) measures a
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5.1448.1.1.2.1

5.14.4.8.1.1.2.2

5.14.4.8.1.1.2.3

5.14.4.8.1.1.2.4

5.14.4.8.1.1.2.5

5.14.4.8.1.1.2.6

5.14.4.8.1.1.2.7

5.14.4.8.1.1.2.8

5.1448.1.1.3

5.1448.1.13.1

5.14.4.8.1.1.3.2
5.14.48.1.1.4

5.14.4.8.1.1.5

5.14.48.1.2
5.1448.1.2.1

Total cost of card Risk adjustedneasure of average per member per
month costs for both physical and behavioral health

Emergency department visifsr ambulatory sensitive conditioris
Number of ED visits pghousand membevgthin a rolling twelve (12)
monthperiod using the SIM ambulatory sensitive conditions criteria

Wellnessvisitsi Members ofall ages and populationgth at least 90
days of continuous program enrollment that have had a well visitwithi
a rolling twelve (12) month period

Behavioral health engagementi Members engaged ibehavioral
health servicesleliveredeitherin primary care settingsr underthe

Capitated Behavioral Health Benefiithin a twelve (12) month rolling
period

Prenatalcarei Members witha prenatal visit in the first trimester or
within 42 daysof enrollment, depending on the date of program
enrollment and the gaps in enrollment during the pregnancy. The data
source for the measure is claims.

Dental Visiti Percentagef Members with a dental visivithin a
rolling twelve (12) month period

Obesityi Rates of overweight and obesity as measured through the
BRFSSorby CDPHE as part of Coloradoo6s

Health Neighborhood Hybrid measure ofitilization of Cdorado
Medi cal Soci eiSpebaty Gne Campatippetix & e
CMS Care Compactand number ofelectronic consultationsade
within a twelve (12) month period

The Contractd@ s i ncenti ve each

performance as flaws:

payment for

Level 1 is improvement between opercent (1%)and five percent
(5%)

Level 2 is improvement of five perceft%o) or greater

The Contractoshallchoose one KPI from a list provided by the Department
whenavailable t o address a target populatio

The Contractor shall be capable of working to achieve performanathen
KPI measures based on new statewide initiatives and through consultation
with the RAEs and stakeholders.

Flexible Funding Pool

The Contractor may be eligible to earn an additional performance payment
from a flexible funding pool that will be created from any monies not
distributed to thé&RAEsfor KPI performance. The flexible funding pool will

be used to reinforce amdign evolving program goals and to focus Contractor
attention on priority program outcomes.
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5.14.48.1.2.2 The Contractor may receive payments from the flexible funding pool either

to:
5.14.4.8.1.2.2.1 Reward the Contractor for relative performance in or more measures
selected by th Department related to a priority Program goal or
objective, such as increasing the number of Members with an
evaluation and maintenance claim within (7) days of hospitalization
5.14.48.1.2.2.2 Incentivize provider participation in a new state or federal initiative that

aligns with the Accountable Care Collaborative, such as CPC+
5.14.4.8.1.3 Public Reporting

5.14.4.8.1.3.1 The Contractois responsible for improving network performance on core
health and cost measures that will be reported publicly on a quarterly basis
(SeeAppendix O Proposed Fermance Measurefor a list of proposed
measures). The Public Reporting measures will be divided in the following

way:

5.14.4.8.1.3.1.1 Clinical and Cost Measures: Reporting of HEDIS and other clinical and
cost measures that align with SIM, CPC+, and other state andlfede
initiatives

5.14.4.8.1.3.1.2 Public Health and System Level Measures: Reporting of program goals

where the RAE and Network Providers play a critical but perhaps not
determinative role, such as obesity rates, suicide rates, and passive
tobacco exposure.

5.14.4.8.1.3.1.3 Member experiece of care as describedSection5.14.5
5.14.49 Capitated Behavioral Health BeneRay for Performance
5.14.49.1 Capitation Rate Setting

5.14.49.1.1 The Contractorés rate shall be deter mi
described in the following steps.

51449.1.1.1 The Contractay s  wilbbe ®et at the actuarially certified point estimate if
t he Conmaemar exoeeddbsiseperformancestandardson several
base performance metri€urrent basgerformance standards and metrics
for the capitation paymeiatre

5.1449.1.1.1.1 Suicide risk assessnt for major depressive disorder in children and
adolescents

5.14.49.1.1.1.2 Suicide risk assessment for major depressive disorder in adults

5.14.49.1.1.1.3 Hospital readmissions at 7, 30, and 90 days

514.49.1.1.14 Hospital readmissions at 180 days

5.14.49.1.1.1.5 Adherence to antipsychotics for individuals with igophrenia

5.14.49.1.1.1.6 Penetration rates

5.14.49.1.1.1.7 Diabetes screening for individuals with schizophrenia or bipolar

disorder who are using antipsychotic medication
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5.14.49.1.1.1.8 Inpatient utilization

5.14.49.1.1.1.9 Emergency department utilization for a mental health condition
5.14.49.1.1.1.10 Follow-up appointments afteemergency department visits for a

mental health condition or alcohol and other drug dependence
5.14.49.1.1.2 | f the Contractor does not me et t he

Contractor will be paid at a rate below the point estimateyiyiein the range
allowed byCMS under the federal managed care regulations.

5.14.4.9.1.1.3 The Contractd s r ate may be set higher than
estimate if the Contractor has met the base performance standards and has
also met or exceeded performameeadditional performare metricspoint
estimate Currentperformance measures that must be met for the higher rate
payment include:

5.14.49.1.1.3.1 Mental health engagement

5.14.4.9.1.1.3.2 Initiation of alcohol and other drug dependence treatment

5.14.49.1.1.3.3 Engagemenin alcohol and other drug dependence treatment

5.14.49.1.1.3.4 Follow-up appointmerst with any practitioner within 7 and 30 days
after hospital discharge for a mental health condition

5.14.49.1.1.35 Follow-up appointments with a licensed behavioral health practitioner
within 7 and 30 days after hospital discharge for a mental health
condition

5.14.49.1.2 Behavioral Healthncentive Payment

5.14.49.1.2.1 Subject to federal authority and available funding, the Contractor may earn
up to afour percent4%) Behavioral Health Incentive Payment in addition to
the Contractordéds monthly capitation p

5.14.49.1.2.2 In order toqualify the Behavioral Health Incentive Paymehg Contractor
shallhaveninety percentd0%) accuracy for all Encounter Data submitted to
the Department.

5.14.4.9.1.2.3 Once qualified, the Contractor may earn a Behavioral Health Incentive
Payment based on annual perhancegoals in one or moraspirational
performance measuretentified through a collaborative process.

5.14.5 Member Experience of Care

5.14.5.1 The Contractor shall monitor Member perceptions ofdvelhg and functional status,
as well as accessibility and adequacy of services provided by the Contractor and
Network Providers.

5.14.5.2 The Contractor shall use tools to measure Member perception anddbtssshall
include, at a minimum, the use of Member surveys, anecdotal information, call center
data andsrievanceandAppealsdata.
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